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Neurological Diseases: 


Recent Advances 


‘Within the past few years, many encouraging reports 
regarding the treatment of neurological diseases have ap- 
peared. This advance in neurology has involved all age 
groups, beginning with the very young. Those children with 
inborn errors of metabolism, previously doomed to severe 
and profound neurological deficit, may now be treated by diet 
plus avoidance of certain materials they cannot metabolize. 
The most popularized one of this group of diseases is pheny]- 
pyruvic oligophrenia. Neurosurgery has made advances in 
this age group by better treatment of hydrocephalus. Shunt- 
ing procedures recently devised are far more efficacious than 
any done in the past. 

In the young adults, investigation of the viral infections 
of the nervous system has resulted in a better understanding 
of prognosis. Successful prophylaxis by vaccination has been 
accomplished in acute anterior poliomyelitis. Undoubtedly 
more vaccines for other viruses will follow. Also in this age 
group, surgery for ruptured intracranial aneurysm has be- 
come increasingly successful. Radiographic techniques have 
enabled the diagnosis to be made with increasing accuracy 
and ‘surgical intervention to be more properly planned. 


- Those who are struck down with this crippling and killing 


disease now have a far better outlook for a normal, useful 
existence than before. Management of neoplasms of the 
central nervous system depends on early recognition, as 
does the management of cancer elsewhere. Patients who 
are operated on for brain and spinal cord tumors are surviv- 
ing for longer periods of time, with little or no neurological 
deficit. The total surgical removal of tumors of the acoustic 
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nerve is one of the most outstanding advances. 

In the aging population, management of 
cerebrovascular disease has paralleled the man- 
agement of vascular disease elsewhere in the 
body. Greater numbers of patients are recog- 
nized as having cerebrovascular insufficiency. 
Many times this may be corrected by surgical 
means, saving the patient a crippling stroke 
at a later time. The management of some of 
the degenerative diseases of the nervous sys- 
tem, such as parkinsonism, by surgical allevia- 
tion of tremor and rigidity is an established 
and successful mode of treatment at the hands 
of many neurosurgeons. 

The incidence of neurologic disease. in a 
population has never been fully established. 
One of the reasons is a lack of understanding 
of the nervous system by medical practitioners. 
Unfortunately, at the time many physicians 
went to medical school, little emphasis was 
given to neurological disease. Little effort was 
paid to methods of diagnosis, disease entities, 
and treatment save didactic lectures on classi- 
fiable entities. Interest was rarely cultivated in 
the medical student of years past in these prob- 
lems. With this sort of introduction and back- 
ground in diseases of the nervous system, it is 
not at all surprising to find the practicing 
physician of today with scant understanding 
and insight into this group of diseases. 

Because of this failure, two things have en- 
sued. First, the recognition of these diseases 
has become a matter of almost personal in- 
terest to the physician. Those interested in 
neurological disease will see a large amount of 
it. Physicians lacking this interest will fail to 
see very much of it. Second, patients who suf- 
fer from neurological illness may be misman- 
aged for long periods, even sustaining irrepar- 
able damage to their brain and spinal cord. 

In the past, this state of events was not 
alarming. Many of the diseases which affected 
the nervous system were of unknown etiology 
and pathogenesis. Furthermore, little could be 
done for the patient, as this same paucity of 
knowledge applied to treatment as well. 
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With progress made in all fields and all 
age groups affected by neurological disease, 
every physician should become familiar with 
these advances. He must use every effort to 
establish the diagnosis of neurological disease, 
thus ensuring utilization of this new knowl- 
edge. The neurological disciplines are no long- 
er dominated by the concept of classification 
of disease but have become active and thera- 
peutically oriented.-Every physician should be- 
come increasingly aware of the diseases affect- 
ing the nervous system and what may be done 
toward successful treatment. 


—KEMP CLARK, M.D., Dallas. 


Building Now Ours 


It is truly ours now. This month, final pay- 
ments on mortgage notes are being made to 
clear the Texas Medical Association headquar- 
ters building of all debt. Money borrowed from 
Association funds also has been repaid. Thus, 
7 years and 1 month after the new $725,000 
building was dedicated in 1952, it becomes 
fully the property of Texas doctors. 

The activities of the Association were carried 
on from rooms of its officials for many years, 
gradually being expanded into their own quar- 
ters in office buildings in Fort Worth, where 
the secretary lived. In 1935, the Association 
purchased and moved its headquarters to a two- 
story brick residence in Fort Worth. Abandon- 
ing that property in 1948 when it was decided 
to establish headquarters in Austin, the Associa- 
tion rented a large house at 700 Guadalupe 
Street until the new building on Lamar Boul- 
evard could be completed. 

One of the first headquarters buildings 
planned especially for a state medical associa- 
tion, the limestone edifice with granite trim 
already has become a landmark in Austin, 
distinguished outside by its simple dignity and 
busy inside with the myriad details of library, 
Journal, membership, public relations, Wom- 
an’s Auxiliary, and other services the 8,000 
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members of the Association and 5,000 mem- 
bers of the Auxiliary have come to expect. 

Completion of payments on the headquar- 
ters building was anticipated by the Board of 
Trustees at the time the House of Delegates 
met in April. The House voted then to elimi- 
nate the $15 dues which members have been 
paying annually into the Building Fund since 
1948, effective January 1, 1960, at which time 
total dues will be cut from $50 to $45. Ten of 
the $15 is being included in the dues for gen- 
eral operating expenses. 

It’s a great day. And a great building, which 
each Association member is invited to visit. 


Film to Recruit Doctors 


The Texas Medical Association is pleased 
to have had a role in connection with a new 
motion picture which should satisfy the long 
time need in attracting talented students to the 
study of medicine. 

“I Am A Doctor,” which was produced by 
the American Medical Association and the As- 
sociation of American Medical Colleges, was 
previewed in Texas in connection with the 
Public Relations Conference of the Texas Med- 
ical Association, September 26, in Austin. 

The Association’s Library staff has received 
many requests over the years from physicians 
and others for a film on medical careers for 
showing to high school groups and premedical 
clubs. Unfortunately few, if any, good recruit- 
ment films were available. As a member of 
the Advisory Committee to the Communica- 
tions Division of the AMA, the Executive 
Secretary of the Texas Medical Association 
has urged the production of such a film. 

The film is based upon a recording left by 
the late Dr. Lloyd Judd of Oklahoma. Dr. 
Judd’s widow resides in Tyler, and it was the 
Association’s assignment to secure permission 
from her and clear the script with her. These 
negotiations and arrangements were handled 
by Dr. C. E. Willingham, Tyler, 1958 Vice- 
Ptesident of the Association; Pat Bailey, the 
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Association’s Assistant Legal Counsel; and C. 
Lincoln Williston, Executive Secretary. 
Bookings of the film are available through 


the Library, Texas Medical Association, 1801 
North Lamar Boulevard, Austin. 


AMEF Fills Gap 


The cry still goes up that there are not 
enough physicians, although in just 15 years 
13 additional medical schools with full 4 year 
programs have been fully developed in the 
United States and two other schools are being 
created. In Texas, three undergraduate medi- 
cal schools are in operation and another ap- 
pears to be in the near future. All of these 
schools and the demand for still further expan- 
sion require greater and greater expenditures 
at a time when large endowments are hard 


to come by and state tax money is stretched to 
the breaking point. 


Into the gap, which most persons believe 
will be filled by the federal government if 
others do not act first, the American Medical 


Christmas cards designed by Mrs. D. J. Sib- 
ley, Jr. for the Woman's Auxiliary to the Texas 
Medical Association are now on sale for bene- 
fit of the American Medical Education Founda- 
tion. Boxes of 25 cards at $2.50 per box may 
be ordered through county auxiliaries or from 
the Auxtliary’s Executive Secretary, 1801 North 
Lamar Blvd., Austin. 


Education Foundation (which accepts contribu- 
tions from the medical profession) and the 
National Fund for Medical Education (which 
accepts contributions from business and indus- 
try) have stepped. 

The story of the AMEF is not new, but what 
it is doing and what is beir- done about it 
in Texas needs retelling. .., | -ximately one- 
fourth of the physicians in [exas (2,117) 
contributed to AMEF during the year 1957- 
1958 for a total of $44,013 ($14,296 more 
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than the year before). By August 31, 1958, 
$24,953 had been collected from 1,266 con- 
tributors; by the same date this year, $26,775 
had been received from 1,604 contributors— 
an increase, but still not enough to change the 
picture appreciably. As the chairman of the 
Committee on AMEF in Texas, Dr. D. J. Sib- 
ley of Fort Stockton, says, “Remember that in 
order that lay sources of funds may be success- 
fully solicited it would be far better if 100 
per cent physicians participated.” 

For 1957-1958 the Texas Woman’s Auxil- 
iary collected $13,878 for AMEF; for 1958- 
1959, $17,143. The latter figure placed the 
Texas Auxiliary in the lead in the nation in 
total amount collected and also per person. 

Funds going to Texas medical schools from 
the 1957-1958 collections of AMEF were Bay- 
lor University $13,975, University of Texas 
Medical Branch $13,679, and University of 
Texas Southwestern Medical School $10,266, 
or a total of $37,920. This was the first year 
Texas doctors contributed more than came to 
Texas schools. However, of the $44,013 con- 
tributed, many gifts were designated for schools 
outside Texas. 

The state contributing most to AMEF in 
1957-1958 was Illinois with $200,192 from 
9,289 contributors. A dues increase of $20 per 
physician provided approximately $180,000 of 
this amount. 

Physicians in Texas will be approached dur- 
ing November for contributions to the Amer- 
ican Medical Education Foundation. Even token 
gifts to increase the number of participating 
physicians will be a help, but more sizable 
donations will be required if the needs of the 
nation’s medical schools are to be met. All 
donations are tax deductible. 


7,998, 7,999, 8,000! 


Pioneering in Texas medicine back in 1853, 
35 physicians began the Texas Medical Associa- 
tion, with perhaps only a passing thought to 
the wide, international scope which medicine 
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was to achieve in the years to come. Then com- 
posed of a mere handful, the Association now 
is a powerful organization, drawing into its 
membership physicians of varied backgrounds 
specializing in every phase of medicine. 

Last month, the Association processed its 
eight thousandth member, a simple act which 
oddly enough exemplifies the cosmopolitan 
flavor permeating the Association of today. 
Physician number 8,000 is Dr. Alexander Gol, 
native Czechoslovakian recently turned Texan. 
The 37 year old physician is a neurosurgeon 
who resides in Houston and who was accepted 
into the Association through the Harris Coun- 
ty Medical Society. His preliminary education 
was received at Prague, with later academic and 
medical training obtained in England. He spent 
7 years in England as a practicing physician, 
2 years of which were spent in Malaya and 
Cyprus as a captain in the Royal Army Medical 
Corps. Welcome, Dr. Gol, to the ranks of a 
truly “Texan” organization, an organization 
which counts among its own, minds of many 
backgrounds, minds whose thinking and fore- 
sight have made Texas medicine what it is 
today. 

As the 8,000 membership milestone goes by 
(68 additional names had been listed on the 
rolls by October 1), the great potential that lies 
within this body of men and women deserves re- 
emphasis. Individually and collectively a highly 
educated, generally respected segment of soci- 
ety, with the organizational tools at hand to 
tackle almost any job, these 8,000 have an 
opportunity for service in their chosen field of 
health that whets the imagination. These are 
men and women whose thinking must not stop 
with geographical boundaries, whose ideas must 
not be burdened with regionalisms. They are 
men and women in the modern world of medi- 
cine, a world which has to answer the needs 
of a hurried, fast moving age. It is a world 
filled with endless resources, truly a Utopian 
playground for the inquiring mind. It is a 
world not in focus with the narrow outlook, 
the narrow point of view. 
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Presidents Page 
OUR ANSWER 


Once more we are forced to supply a medical 
solution to a political problem. Once more, Blue 
Cross-Blue Shield is supplying the answer. It is now 
up to the doctors of Texas to show (1) that we 
are headed toward the right solution or (2) that 
there is less of a problem than many have been led 
to believe. 

During the month of October, Blue Cross-Blue 
Shield is offering new plans of health insurance with 
no limitation as to age. This is the answer to the government's thesis 
that medical care is beyond the reach of the aged. 

The plans are not intended for the indigent. Not only do we know 
they cannot afford various forms of insurance, but they are already 
being cared for by the clinics clear across our state which the doctors 
are manning without charge. We claim no glory for this, but neither 
will we accept the criticism that the indigent are being neglected 
medically. 

The plans are intended for those aged individuals who can 
afford moderate private medical care but who would be put to extreme 
hardship by any serious or catastrophic illness or operation. 

We doctors can either make or break this combined effort of 
insurance and medicine. It behooves us to familiarize ourselves with 
the plans being offered in order to explain them to our patients and 
to instill confidence in the plans. It becomes our duty to use these 
plans where indicated and at the same time to refuse to hospitalize a 
single case where hospitalization is not indicated. 


This is a pilot program for the nation. Together we can make it 
work. 


Dr. YEAGER 
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Management 


Of Obesity 


GRACE A. GOLDSMITH, M.D. 


New Orleans, Louisiana 


BESITY IS A common and serious medical 

problem which merits more attention than it 
has received. It is associated with a high mortality 
rate and an increased incidence of a number of 
chronic diseases, including heart disease, hypertension, 
renal disease, diabetes mellitus, gallbladder disease, 
cirrhosis of the liver, and degenerative arthritis. 
Obesity complicates the management of many surgi- 
cal and medical problems. Although the health haz- 
ards of obesity are recognized, current therapeutic 
regimens have been far from satisfactory. Recent 
studies indicate that the percentage of patients who 
achieve and maintain desirable weight is discourag- 
ingly small. 


Reasons for therapeutic failure in the management 
of obesity are many. Few have appreciated that 
obesity is a complex rather than a simple problem. 
The etiology and pathogenesis are not clearly under- 
stood. Too little attention has been given to the 
many facets of therapy: motivation, psychic and emo- 
tional aspects, familial and environmental problems, 
and individualization of treatment with close super- 
vision. Therapeutic success can be obtained only if 
the patient strongly desires to lose weight and if the 
physician is willing to devote the necessary time to 
the patient’s problems. 


CAUSE OF OBESITY 








The fundamental cause of obesity is a positive 
energy balance. That is, the energy supplied by the 
food which is ingested is greater than the energy 
expended in fulfilling basal metabolic needs and the 
requirements for physical activity. Thus, obesity may 
be due to overeating or to too little exercise, but 
this is oversimplification of the problem. Important 
questions which must be raised are the following: 
(1) Why do some persons eat more than the amount 
needed to maintain desirable weight? What mechan- 
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isms control appetite and are there abnormalities in 
these mechanisms in obesity? (2) Are there any 
metabolic differences between obese and nonobese 
persons which may favor accumulation of adipose 
tissue? (3) Is there such a condition as hereditary 
obesity in man? (4) Do some persons expend more 
energy than others in performing comparable tasks 
and does this explain the development of obesity? 

Complete answers to these questions are not avail- 
able, but information obtained in studies of experi- 
mental obesity in animals may be pertinent. Obesity 
may be induced in animals by genetic factors, me- 
chanical injury to the hypothalamus, grafting of ad- 
renocorticotrophic hormone-secreting tumors, forced 
feeding, thyroidectomy, and limitation of activity 
in association with ‘a semiliquid diet but no 
water? (table 1). Hereditary obesity in mice is due 
to an inborn error of metabolism. These mice have 
an increased food intake with a preference for fat, 
low basal oxygen consumption per amount of body 
size, and reduced physical activity. Blood sugar is 
high and there is refractoriness to insulin and sensi- 
tivity to growth hormone. The blood cholesterol level 
is elevated, and when acetate is administered, there 
is increased incorporation into fatty acids. These 
findings suggest a metabolic abnormality which re- 
sults in increased formation of fat. 

Obesity following injury to the hypothalamus ap- 
pears to be due to damage to centers in the central 
nervous system which control appetite. Mice with 
hypothalamic injury are hyperphagic, the food intake 
rising to 50 to 70 per cent above normal, but the 
metabolic abnormalities found in the hereditarily 
obese mice are absent and physical activity is normal. 
Available data indicate that the hypothalamus con- 







Dr. Grace A. Goldsmith, profes- 
sor of medicine at Tulane Uni- 
versity School of Medicine, gave 
this paper before the Section on 
Internal Medicine at the Texas 
Medical Association’s annual 
session, April 21, 1959, in San 
Antonio. 




















The management of obesity is difficult and has not been 
successful in the past. The most important items in therapy 
aie motivation, encouragement, and a good patient-physician 
relationship. No single type of diet is applicable to all pa- 
tients. Diets should be restricted in calories but adequate in 
all essential nutrients. 
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MANAGEMENT OF OBESITY — Goldsmith — continued 


tains two centers that function in the regulation of 
appetite, a feeding center and a satiety center. De- 
struction of the latter may release the feeding center 
from inhibitory stimuli and result in hyperphagia. 
The mechanisms which control the satiety center are 
not known, but Mayer’? has proposed that some 
chemical factor such as blood glucose may regulate 
the activity of this center. It is postulated that there 
are gluco-receptors in the hypothalamus, and perhaps 
in the peripheral tissues, which maintain a constant 
“effective” level of blood sugar. Differences in glu- 
cose concentration in arterial and venous blood (re- 
flecting tissue utilization) might influence this re- 
ceptor mechanism even if the blood sugar level of 
venous blood was in the normal range. 


TABLE 1.—Factors in the Production of Experimental 
Obesity in Animals. 


Heredity 


Injury to the hypothalamus 
Mechanical 


Chemical (injections of goldthioglucose ) 
Forced feeding 


Thyroidectomy 
Grafting of ACTH-secreting tumors 


Restricted activity in association with a semiliquid diet 
but no water 


Is there evidence for hereditary obesity in man or 
for metabolic abnormalities that will influence the 
regulation of appetite or cause increased lipogenesis? 
Few studies have been conducted in human subjects 
on this important problem. That obesity is often 
familial is well documented. Mullins'* found that 
50 per cent of patients who developed obesity in 
childhood had obese fathers. He also noted that 
obese daughters of obese women tended to become 
fat at the same age as their mothers. These observa- 
tions and similar reports by others can be explained 
by familial food habits and preferences as well as by 
genetic factors. 

Little is known of the factors that regulate ap- 
petite in human subjects. It is recognized, however, 
that many obese persons have appetites that are large. 
In a recent study, 78 per cent of persons with persist- 
ent juvenile obesity and 41 per cent of persons who 
become obese in adult life admitted large appetites.’* 
Beaudoin and associates* observed an increase in 
glucose tolerance in subjects who were accumulating 
fat, that is, in “active” obesity but not in “static” 
obesity. They suggested that the increased rate of 
disappearance of glucose from blood might be ex- 
plained by increased lipogenesis or decreased oxida- 
tion of fat and increased oxidation of glucose. The 
increase in food intake of obese persons might be 
due to the early onset of “metabolic hypoglycentia” 


if the glucostatic theory of regulation of appetite 
is valid. 
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Kekwick and Pawan" reported that obese subjects 
lost more weight on isocaloric diets containing 90 
per cent of fat than on diets containing a similar 
percentage of carbohydrate or protein. The authors 
suggested that these findings might be due to meta- 
bolic differences between obese and nonobese per- 
sons. Other workers have not found that high fat 
diets are more efficacious than high carbohydrate 
diets in weight reduction.!® It is obviously essential 
to obtain more information about the metabolism of 
obese subjects. Knowledge in this area should assist 
in the solution of many aspects of the obesity prob- 
lem. 

Several other findings relative to the etiology of 
obesity in man are of interest. There is little doubt 
that obesity is the result of inactivity rather than 
overeating in some instances. Recent studies in high 
school girls’? and in adult women® have shown that 
those who were obese were definitely less active than 
those who were normal in weight. Obesity is often 
initiated by cessation or reduction of physical activity 
such as occurs during a long illness and convalescent 
period. 

It has been shown, also, that the energy expendi- 
ture in routine activities such as sitting, standing, 
dressing, or walking varies greatly from one subject 
to another.* Since much of the day is spent in such 
activities, these differences can significantly influence 
total energy needs. However, low expenditure of 
energy in sedentary activities is not necessarily as- 
sociated with a tendency to gain weight. 


Living habits in our present civilization favor the 
development of obesity.* The modern age with its 
multiplicity of labor-saving devices has reduced en- 
ergy expenditure in many occupations. Food is easily 
procured at the neighborhood market. Modern means 
of transportation involve little activity. Even recrea- 
tional pursuits are largely of the spectator type. In 
addition, social customs dictate frequent between 
meal snacks which contribute unnecessary calories 
to the daily supply. 


The association of obesity with psychic and emo- 
tional problems has been emphasized repeatedly. 
Many persons who become obese react to worry and 
nervous tension by increasing food intake. Less com- 
monly, obesity develops rapidly in association with 
specific psychological trauma.’* Hamburger® has sug- 
gested four categories which are indicative of the 
severity of a patient’s psychic and emotional diffi- 
culties: (1) overeating in response to nonspecific 
emotional tensions; (2) overeating as a substitute 
gratification in intolerable life situations; (3) over- 
eating as a symptom of underlying emotional illness, 
especially depression and hysteria; and (4) over- 
eating as an addiction to food. In the most severe 
categories, psychiatric therapy must accompany a 
weight reduction program. In a few patients, weight 
reduction may be undesirable and actually harmful. 
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MANAGEMENT OF OBESITY — Goldsmith — continued 


Success in weight reduction appears to be related, in 
part, to intelligence!® and also to the emotional sta- 
bility of the individual. 


MANAGEMENT 


In the management of obesity, attention must be 
given to the various factors which influence the de- 
velopment and maintenance of the obese state. Per- 
haps the most important single aspect of successful 
treatment is development of a good patient-physician 
relationship. If the patient is not strongly motivated, 
means must be sought to strengthen the desire to 
lose weight. In childhood, motivation may comprise 
a desire to improve personal appearance, to excel in 
sports, or to become more like other members of a 
group. In adults, concern about personal appearance 
and vanity play an important role in motivation for 
weight reduction. Also, the prospect of amelioration 
of distressing symptoms or of improvement or main- 
tenance of health may be motivating factors. 


The patient must be given encouragement and 
moral support. A search should be made for emo- 
tional outlets and satisfactions which can substitute 
for excessive eating. The physician must show a sin- 
cere interest in the patient’s problems. The patient 
should be seen frequently, at weekly or biweekly 
intervals, at which time progress may be charted 
and difficulties discussed. If progress is not satis- 
factory, the physician must learn the reasons for fail- 
ure. His attitude should be one of helpfulness rather 
than of censure or condemnation. The latter attitude 
may promote depression, guilt reactions, subsequent 
overeating, and failure of the entire therapeutic pro- 
gram. 

Many types of diet have been used in weight re- 
duction regimens. High protein diets have been pre- 
scribed traditionally on the basis that an abundant 
protein and vitamin intake will protect one from 
deficiency and that the specific dynamic action of 
protein may enhance the effectiveness of therapy. The 
latter has not been shown to be important from a 
practical standpoint. Diets high in fat’? or high in 
protein and fat!* have their advocates. Dole® has ob- 
tained satisfactory results with a low protein diet. He 
has pointed out that overeating results not only in an 
excess of body fat, but also in greater retention of 
nitrogen than can be accounted for by the nitrogen 
in adipose tissue. It seems likely that the excess cel- 
lular material, as well as the excess fat, should be 
eliminated during weight reduction. If this is true, a 
high protein intake is unnecessary. Furthermore, the 
obese patient tends to conserve nitrogen when the 
caloric intake is restricted. 

In most programs for weight reduction, diets of 
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ordinary foods have been prescribed although re- 
cently liquid formula diets have been investigated. 
Feinstein’ reported 56 per cent success with the lat- 
ter type of diet, success being rated on the basis of 
pounds lost in relation to original weight. Advantages 
of a liquid formula are simplicity, inflexibility, and 
elimination of uncertainties and self deception in 
estimating caloric values of natural foods. Some pa- 
tients find total abstinence from ordinary foods more 
tolerable and less frustrating than attempts at limita- 
tion of the quantity of food. Formula diets can be 
useful only in the initial phase of weight reduction 
since it is necessary to produce a basic change in eat- 
ing habits which can be maintained permanently. 
Prevention of weight gain remains a problem 
throughout the patient’s life in most instances. 


Since no one type of dietary regimen has been 
shown to be definitely superior, it is our custom to 
prescribe a calorically restricted diet that is adequate 
in all essential nutrients, adapted to the individual’s 
needs and to some extent to his preferences. The pa- 
tient’s energy requirement may be estimated as 10 
calories per pound of body weight for maintenance 
of basal metabolism, plus an increment for physical 
activity. Persons who are sedentary require about 50 
per cent above basal, those who are moderately ac- 
tive 75 to 100 per cent, and those performing heavy 
labor an even greater amount. If the patient is very 
obese, basal requirements will be somewhat less than 
10 calories per pound. Reduction of calories by 1,000 
below total energy need should permit weight loss of 
2 pounds weekly, which is the maximum advocated 
by many physicians. This has been the procedure 
used in our nutrition clinic in most instances. 


Some physicians arbitrarily prescribe diets which 
furnish as little as 500 or 1,000 calories regardless of 
the patient’s weight. This may be feasible if the pa- 
tient is hospitalized, but is seldom satisfactory for 
ambulatory management. The patient tends to be- 
come depressed, is preoccupied with thoughts of food, 
and abandons the diet. Diets which furnish less than 
1,200 calories usually fail to supply adequate amounts 
of vitamins and should be supplemented with these 
essential nutrients. 


Strong and associates! studied several very obese 
subjects under a hospital regimen in which the diet 
furnished 400 calories and, in addition, the subjects 
walked briskly for 3 to 4 hours daily. The weight 
loss amounted to 13 to 16 kilograms (29 to 35 
pounds) in 6 weeks. It was reported that the sub- 
jects remained in good health and were not exces- 
sively hungry. A persistent moderate ketosis devel- 
oped in 3 patients but did not interfere with their 
sense of well being or their activities. A regimen 
such as this or prescription of a formula diet may be 
occasionally useful in initiating weight reduction, 
impressing the patient with the seriousness of his 
disease, and demonstrating that it is possible for him 
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MANAGEMENT OF OBESITY — Goldsmith — continued 


to lose weight. Such regimens cannot be maintained 
and will not cure the patient of his disease. New 
dietary habits that can be followed for a lifetime 
must be established if the patient is to attain and 
maintain desirable weight. 


A typical reducing diet which has been used in 
our clinic is given in table 2. Many patients can fol- 
low a basic diet pattern such as this and readily learn 
to vary the diet, using substitutions such as those 
illustrated in table 3. Other subjects are impressed by 
learning to calculate caloric values of foods and by 
keeping a record of the calories ingested each day. 
It is often helpful for patients to plan menus for 
several days or a week in advance. The patient should 
be instructed to eat slowly as this increases the 
satiety value of food. In planning the diet, it is often 
necessary to provide some foods to allay hunger in 
midafternoon or at bedtime. These must be included 
in the daily allowance. The use of clear soups without 
fat, tea, coffee or lemonade with artificial sweeten- 
ers, gelatin, and low calorie vegetables such as cel- 
ery, tomatoes, lettuce, or greens may be of assistance 
in decreasing hunger. 

An increase in physical activity should be a part 
of all reducing regimens if the patient’s health per- 
mits. Mild regular exercise will increase energy ex- 
penditure usually without affecting appetite. A brisk 
walk of 1 hour in normal subjects requires about 350 
calories.1° The obese patient spends more energy in 
walking than the nonobese as extra work is required 
to move the large mass of tissue. If the patient walks 


TABLE 2.—1,200 Calorie Diet (Approximate Values: Pro- 
tein 70 Gm., Fat 40 Gm., Carbohydrate 130 Gm.). 


Foops TO BE EATEN EACH Day 
Food Amount 


Egg 

Skim Milk 

Meat, lean 

Vegetable from list 1 

Vegetable from list 2 

Bread, enriched or whole wheat 
Butter or fortified margarine 
Fruit juice, see list 

Fruit, see list 

Coffee or tea 


glasses (8 oz. each) 
oz. 

cup 

cup 

slices 

teaspoons 

glass 

servings 

As desired 


SUGGESTED MENUS 


Re wwe DRY 


Breakfast Dinner Supper 

Fruit juice, 1 glass Lean meat, 2 oz. Lean meat, 2 oz. 

Egg, 1 Vegetable, 4 cup Vegetable, 4 cup 

Bread, 1 slice (from list 2) (from list 2) 

Butter, 1 teaspoon Bread, 1 slice Salad, 1 cup (made 

Milk, skim, 1 glass Butter, 1 teaspoon with vegetables 

Fruit, 1 serving from list 1) 

Bread, 1 slice 
Butter, 1 teaspoon 
Fruit, 1 serving 
Milk, skim, 1 glass 
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rapidly for 1 hour daily for 1 month, the weight loss 
can approximate 3 pounds. Exercise over the week 
end may be a useful adjunct to weight reduction in 
persons of sedentary occupations. The caloric ex- 


penditure in certain types of recreational exercise is 
shown in table 4. 


Anorexigenic drugs are useful adjuvants in the 
management of obesity in some subjects. Controlled 
studies using a double blind procedure have shown 
that several of these agents will increase weight loss 
in comparison to placebo medication.’® 1* The role 
of these drugs in therapy is a minor one, however. 
They can serve as a temporary crutch while the pa- 


TABLE 3.—Food Exchange List. 


VEGETABLES 
List 1 List 2 

Asparagus Cucumber Beans, snap, fresh 
Beans, snap, canned Eggplant Beets 
Beet greens Lettuce Carrots 
Broccoli Mustard greens Kale 
Brussel sprouts Radish Onions 
Cabbage Spinach Peas, canned, green 
Cauliflower Tomato Pumpkin 
Celery Turnip greens Squash 

Turnip 


FRUITS AND FRUIT JUICES 


Apple sauce (no sugar) . 

Apricots ... 

Banana ; 

Cantaloupe .... ..Y of 4 in. melon 
Cherries (fresh) .10 large 

Figs (fresh) . ee aw 
Grapefruit me .Y small 
Grapes .... ..W% cup 
Honeydew melon ..% of 5 in. melon 
SI Ges cers oss 20 ~ 1 medium 
Orange . ae 1 small 

Peach .... 1 medium 

Pear — to .eeee..e+Y medium 
Pineapple .. Y, cup cubes 


WE irs Since os eS ....2 medium 
Rhubarb ....... .1 cup 


Strawberries . .10 large 

Tangerine .. 1 large 

Watermelon . .Y% cup cubes 
Fruit Juices 

Se eee 


Grapefruit .. 1 glass 
Lemon So ica ek 


Orange 
Pineapple 
Tomato .. 


1 glass 

.1 glass 

.1 glass 
OTHER SUBSTITUTIONS 

1 ounce of meat 1 egg 

1 in. cube cheese 

4 cup dried cooked beans 

1 oz. of fish 

1 oz. of chicken 

Y4 medium potato 

Y cup cooked rice 

\Y4 cup cooked grits 

4, cup vegetable from 
list 1. 


*Fruits canned in syrup should be washed before using. 


1 slice of bread 


\Y4 cup vegetable from list 2 
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MANAGEMENT OF OBESITY — Goldsmith — continued 


tient is learning control, adapting to the reducing 
regimen, and developing new attitudes and habits. 

The use of charts on which expected and actual 
weight reduction can be plotted are often useful in 
encouraging the patient and keeping his interest. 
Measurements of skin fold thickness or of circum- 
ference of the body or limbs also may be of assistance. 
It is advisable that the patient weigh only once a 
week at the same time of day, preferably in the 
morning before breakfast, and on the same scales. 
The fact that loss of weight may occur step wise 
rather than smoothly, due to alternate retention and 
release of body water, should be explained to the 
patient. This may lessen discouragement if weight 
loss is irregular or slow. 






TABLE 4.—Caloric Expenditure in Certain Recreational 
Activities with Approximate Calories Used in 1 Hour 
(70 kg. Adult). 


Activity Calories 
RUNNIN, foto ios xis sos, iy ae POs cota Bs es oe 
Walking (4 mi. per hr.) .... abe Bot ain OO 
Bicycling (moderate speed)................... eS 
| ’ ct ahe a oe, 200 
MER ono ico eR cis eat aie hs AP POET Sl . 300 
Swimming (2 mi. per hr.) . . ; ere 550 
Dancing ..... Poe eet apenas ee aC SoS naa ek ee, 
MM i COATS met. 0a. Be Ave aise diane . 450 


Group therapy has been applied in recent years as 
one method for encouraging weight reduction. It 
has proved useful over short periods of time particu- 
larly if frequent meetings were scheduled. More pro- 
longed periods should be evaluated. This approach 
seems worthy of further study and application. 


Success in the therapy of obesity is greater in 
persons who have developed ‘the condition in adult 
life than in those who have been obese since child- 
hood. Accordingly, serious obesity in children should 
not be overlooked. Children or adults who are 15 or 
20 per cent above average weight for height and 
body build should be evaluated for muscle develop- 
ment and amount of subcutaneous fat as this degree 
of overweight often indicates excessive fat accumula- 
tion. The earlier the treatment is initiated the better 
the chance of permanent improvement. Children 
learn new eating habits more readily than adults. 
Attention to this age group is an important aspect 
of preventive medicine. 






SUMMARY 


The management of obesity is not easy and has 
been far from successful in the past. Much more 
information is needed as to pathogenesis and methods 
of treatment. The many unknowns should be a chal- 
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lenge to the physician and stimulate basic and clin- 
ical research so that future therapeutic regimens can 


be based on facts and, consequently, be more effica- 
cious. 


The most important items in therapy are motiva- 
tion, encouragement, and a good patient-physician 
relationship. The diet should be restricted in calories 
but adequate in all essential nutrients. No single 
type of diet is applicable to all patients. Exercise 
should be a part of all weight reduction regimens if 
the patient’s health permits. Treatment must be indi- 
vidualized and closely supervised. In most instances, 
obesity is a lifetime problem and new habits of eat- 
ing and of activity must be developed if normal 
weight is to be reached and maintained. 
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Military Surgeons to Meet in Washington 





The sixty-sixth annual convention of the Association of 
Military Surgeons will be held November 9-11 at the 
Mayflower Hotel, Washington, D. C. Special panels will 
be held for dentists, veterinarians, nurses, and medical spe- 
cialists. A closed circuit color television program will pro- 
vide on-the-scene reports and reviews of many military 
hospital services and facilities. 
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Postanesthetic 
Respiratory 
Depression 


Differential Diagnosis 


JAMES E. ECKENHOFF, M.D. 
Philadelphia, Pennsylvania 


EW WILL QUESTION the statement that the 

incidence of postanesthetic respiratory depres- 
sion has increased in the last two decades. The rea- 
sons are apparent. Foremost is the extensive use of 
muscle relaxants during anesthesia, with the result 
that their action occasionally fails to wear off by the 
time the operation is completed. Second, is the in- 
creased incidence of operations upon the elderly, 
debilitated, and desperately ill. Third, is the fre- 
quency of operations associated with a high incidence 
of complications affecting respiration. And finally, 
is the increased effort by anesthesiologists to control 
or assist respiration, thus leading to a failure to 
detect inadequate spontaneous respiration before the 
end of operation. 

Failure of adequate respiration to return always 
raises suspicions in the mind of the anesthetist, as 
well as in those of his colleagues, that he is responsi- 
ble for the complication. Often this is correct, but it 
is not necessarily a result of neglect or of improper 
use of agents according to present knowledge. When 
the anesthetist is directly or indirectly responsible for 
postanesthetic apnea because of the use of muscle 
relaxants, it is especially important that he study the 
case history carefully to determine what lesson for 
future management of similar cases is contained 
therein. It is essential for the anesthetist to be aware 
of possibilities other than relaxants as a cause of 
respiratory failure so that correct therapeutic meas- 
ures can be instituted promptly. Because of the mul- 
tiplicity of factors which can depress respiration at 
the end of operation, adequate therapy can be in- 
itiated only upon correct diagnosis. The differential 
diagnosis, therefore, may be dependent upon the an- 
esthetist’s knowledge of factors that control respira- 
tion. 

Normal respiration is dependent upon three fac- 
tors: (1) integrity of the respiratory center; (2) 
response of the respiratory muscles to central stimuli; 
and (3) the internal environment that sustains these 
two components. This categorization can be used as 
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a basis for differential diagnosis. Therefore, it will 
be amplified and examples of illustrative case his- 
tories will be presented. 


INTEGRITY OF RESPIRATORY CENTER 


One of the most obvious causes of inadequate 
respiration following operation would be interfer- 
ence with the integrity of the respiratory center and 
a consequent loss of its ability to send out rhythmical 
impulses leading to respiration. Such interference can 
be caused by brain tumor, increased intracranial pres- 
sure, or cerebral embolus or hemorrhage. An example 
of each is contained in the first three case reports. 


CASE 1.—A 28 year old white woman had a history 
suggestive of a third ventricle tumor and was scheduled for 
craniotomy. Anesthesia was with thiopental and endo- 
tracheal nitrous oxide and oxygen, with meperidine supple- 
ment. Tracheal intubation was facilitated with 40 mg. of 
succinylcholine. Meperidine, 10 mg., was given intraven- 
ously four times during the first hour of operation. For 
the last 214 hours, only 75 mg. of thiopental were in- 
jected. One and one-half hours before the end of opera- 
tion, the surgeons moved the patient's head. Respira- 
tions abruptly ceased. The patient remained apneic for the 
next 114 hours and required respiratory assistance for an 
additional 6 hours. Ventricular tap failed to reveal increased 
intracranial pressure, but the patient’s condition slowly 
deteriorated, and she died of a large intracranial tumor. 


CASE 2.—A 36 year old white man had previously had 
a miastoidectomy. Because of subsequent lethargy, head- 
ache, nausea, and vomiting and increased cerebrospinal fluid 
pressure, he was thought to have a lateral sinus thrombosis 
and possibly a brain abscess. He was to have reexploration 
of the mastoid area. Anesthesia was with thiopental, nitrous 
oxide and oxygen, decamethonium, and meperidine. The 
first 20 minutes of the procedure were uneventful until 
blood pressure and pulse increased markedly and there was 
breath holding. As this was believed to be due to light 
anesthesia, decamethonium and meperidine were given. Ap- 
nea ensued and blood pressure declined. Respiration re- 
quired control. At the end of the operation, which con- 
sisted primarily in identification of lateral sinus thrombosis, 
the patient remained apneic. Since meperidine (50 mg.) 
and decamethonium (5 mg.) had been used, the depression 
was thought possibly due to narcotic or relaxant. Nalor- 


Dr. James E. Eckenhoff, profes- 
sor of anesthesiology at the Uni- 
versity of Pennsylvania Schools 
of Medicine, presented this 
paper for the Texas Society 
of Anesthesiologists April 19, 
1959, in San Antonio. 


Normal respiration is dependent on integrity of the respira- 
tory center, response Of the respiratory muscles to central 
stimuli, and the internal environment that sustains these com- 
ponents. Case reports illustrate a variety of causes of inade- 
quate respiration within these categories. Differential diag- 
nosis and prompt correct therapy are important. 
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RESPIRATORY DEPRESSION — Eckenhoff — _ continued 


phine was given without effect. Because of the patient's 
history, a neurosurgeon was called in consultation. He be- 
lieved that increased cerebrospinal fluid pressure was re- 
sponsible and that circulatory compensation had been lost 
when the elevated blood pressure and pulse suddenly de- 
clined during the procedure. A ventricular tap through the 
mastoid wound revealed markedly increased cerebrospinal 
fluid pressure. The patient died 2 days later with neither 
respiration nor consciousness returning. Autopsy revealed 
lateral sinus thrombosis and cerebellar abscess. 

CASE 3.—A 42 year old man with mitral stenosis, auricu- 
lar fibrillation, orthopnea, and markedly diminished exer- 
cise tolerance was scheduled for mitral commissurotomy. He 
was anesthetized with cyclopropane and maintained on con- 
trolled respiration. Tracheal intubation was facilitated with 
40 mg. of succinylcholine. No other relaxants were given 
for the 70 minute commissurotomy. The mitral valve was 
heavily calcified so the carotid arteries were occluded dur- 
ing finger fracture of the valve. At the end of operation, 
the anesthetist noted the patient’s attempts to breathe were 
irregular and inadequate. Blood pressure was maintained 
satisfactorily. In 1 hour respirations changed to a typical 
Cheyne-Stokes pattern. In the next hour, neurological signs 
typical of embolization to the basilar artery appeared. The 
patient’s blood pressure remained satisfactory for 24 hours, 
following which it decreased; the patient’s condition deteri- 
orated, and he died 48 hours postoperatively. 


In cases 1 and 3, the only relaxant given was suc- 
cinylcholine for tracheal intubation. There is little 
question that had a technique been used employing 
relaxants more liberally, the diagnosis of the cause of 
apnea would have been in doubt. In fact, respiratory 
inadequacy was confused in case 2, since 5 mg. of 
decamethonium had been given. Had the anesthetist 
or surgeons been more alert as to the possibilities 


in case 2, the catastrophic outcome might have been 
averted. 


It may be of interest that in the first 500 mitral 
valvulotomies performed at the Hospital of the Uni- 
versity of Pennsylvania, the incidence of cerebral 
embolization confirmed at autopsy was 3.6 per cent 
and the clinicial diagnosis was made but unconfirmed 
for lack of permission to perform a necropsy in an 
additional 2 per cent. Careful observation of the pa- 
tient by the anesthetist during and following opera- 
tion may result in the early detection and localiza- 
tion of the embolus. When respiratory inadequacy 
persists following the use of relaxants, the possibili- 
ties of cerebral embolization should not be over- 


looked. 


PERIPHERAL ORGANS OF RESPIRATION 


Probably the principal cause for postanesthetic 
respiratory inadequacy is an interference with respira- 
tion peripherally, either because impulses do not pass 
from nerves to respiratory muscles, the muscles are 
incapable of normal response, or there is mechanical 
interference with oxygenation of blood. 





798 





Persistent curarization always must be considered 
first if muscle relaxants have been used during an- 
esthesia. The incidence of this complication will vary 
from clinic to clinic, depending upon the drugs used, 
the manner in which they are given, and whether or 
not antagonists are routinely employed. When non- 
depolarizing relaxants (d-tubocurarine, Metubine, and 
gallamine) have been injected, effective antagonists 
in the form of Prostigmin or edrophonium (Ten- 
silon) are available. Generally, having used large 
doses of nondepolarizing relaxants, one should await 
the return of some -respiratory effort before giving 
intravenous atropine followed by Prostigmin. If 
there is doubt that curarization is the cause, it is 
safer to use edrophonium, since atropine need not 
be injected first and the effect is more evanescent 
than with Prostigmin. The injection of atropine and 
Prostigmin should not be taken lightly; Gray has 
reported 5 collected case reports of cardiac arrest oc- 
curring following these drugs.‘ 


There are no effective antagonists to depolarizing 
relaxants such as decamethonium, succinylcholine, or 
Imbretil. Suspecting depressed respiration due to 
these, one can only support the respiration and cir- 
culation and await return of spontaneous respira- 
tion, although occasionally there is a response to 
Prostigmin. My associates and I are not willing to 
ascribe to the idea that in protracted apnea due to 
muscle relaxants return of respiration is inevitable 
if only the respiration is supported. We have seen 
several patients succumb with this therapy in spite 
of all we could do. 


The usual cause of postanesthetic respiratory de- 
pression due to relaxants is an actual or relative 
overdose of the drug. Occasionally only a small dose 
of relaxant has been given and an effect far beyond 
that expected occurs. This is probably sensitivity to 
the particular relaxant. It occurs often enough to 
warrant the use of test doses before giving the usual 
therapeutic doses. The following is a report of a 
child sensitive to succinylcholine. 


CASE 4.—An 8 year old white boy in excellent health 
otherwise was to undergo inguinal herniorrhaphy. He was 
anesthetized with 50 mg. of thiopental and a combination 
of nitrous oxide, oxygen, cyclopropane, and top ether. With 
traction on the spermatic cord, the child developed severe 
laryngospasm. He was given 30 mg. of succinylcholine 
intramuscularly, 1 minute following which he became ap- 
neic. His next attempt at respiration was 114 hours there- 
after, and normal respiration was not resumed for 3 hours. 
Postoperatively, during apnea his rectal temperature was 
95.8F., and his intercostal muscle temperature 96F. His 
plasma cholinesterase level was 0.2 units (low normal 0.4 
units). His plasma potassium level was normal. He dem- 
onstrated no unusual effects from his experience. 


Often, the course of events is not so evident. The 
effect of muscle relaxants may be prolonged by inter- 
action with other drugs used during anesthesia and 
operation or physical factors concomitant with opera- 
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tion. These are so extensive in number as to form 
a voluminous report by Foldes.* The prolongation of 
respiratory depression by using depolarizing and non- 
depolarizing drugs in the same patient is well docu- 
mented. The synergism of diethyl-ether with non- 
depolarizers is common knowledge. Among less often 
appreciated interactions is that of potentiation of the 
effects of muscle relaxants by antibiotics® as evident 
from the following case report. 


CASE 5.—A 52 year old white man had carcinoma of 
the stomach and metastasis to the colon. Gastrectomy, par- 
tial colectomy, and splenectomy were performed with endo- 
tracheal cyclopropane anesthesia supplemented with suc- 
cinylcholine, 0.1 per cent by intravenous drip, and con- 
trolled respiration; 700 mg. of succinylcholine were given, 
none for the last 35 minutes of the 5 hour operation. As 
the last skin sutures were being inserted, neomycin, 2 Gm., 
was injected into the peritoneal cavity through a catheter. 
Respiration which had been adequate immediately prior 
to this ceased in 10 minutes. No respiratory effort appeared 
for 3 hours, even though the patient was obviously con- 
scious. Tracheal stimulation, caffeine sodium benzoate, 
Prostigmin, Metrazol, and calcium gluconate all were to 
no avail. Respiratory assistance was required for 3 addi- 
tional hours following which convalescence was uneventful. 


Recent work by Zaimis, Cannard, and Price® sug- 
gests that body temperature may influence the in- 
tensity and duration of effect of muscle relaxants, an 
action most prominent with depolarizers. Although 
the full significance of this observation is not yet 
known, it is worth while to measure body tempera- 
ture of all patients with protracted respiratory depres- 
sion following depolarizing drugs. Elevation of tem- 
perature may assist in return of respiration. 


Narcotics as well as anesthetics may accentuate 
the respiratory effect of muscle relaxants. This ob- 
servation is exemplified by case 6. 


CASE 6.—A 50 year old white woman was prepared for 
hysterectomy. Her anesthesia consisted of thiopental and 
endotracheal cyclopropane with 12 mg. of d-tubocurare sup- 
plement. No relaxant was given for the last 70 minutes 
of operation. During closure of the abdomen, cyclopropane 
was discontinued and nitrous oxide-oxygen was given. Res- 
piration was beginning to return when morphine, 10 mg., 
was given intramuscularly to assure the patient comfort 
during recovery. The patient's respiratory effort ceased and 
controlled respirations were required for the remaining 20 
minutes of operation and 50 minutes thereafter. Respiratory 
assistance was required for an additional 20 minutes. Con- 
valescence was uneventful. 


Finally, certain disease states may lead to a pro- 
longation of relaxant effect. Attention has been fo- 
cused on myasthenia gravis in this respect. More 
recently, reports have appeared warning of a pos- 
sible relation between relaxants and widespread 
malignancy.’ Postanesthetic apnea is not uncommon 
in the presence of electrolyte imbalance or in severe 
hepatic disease. We have become especially careful 
of the use of depolarizing drugs, particularly suc- 
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cinylcholine by continuous intravenous infusion, in 
the presence of the latter as shown in the following 
case report. 


CASE 7.—A 52 year old white man was acutely ill, with 
a history of a cholecystectomy 3 weeks earlier followed by 
deep jaundice and anuria. Blood urea nitrogen was 148 mg. 
per 100 cc.; carbon dioxide was 10 milliequivalents; pro- 
thrombin 48 per cent; and albumin 2 plus. He was thought 
to have biliary obstruction and hepatitis. Exploratory lap- 
arotomy was performed with endotracheal cyclopropane and 
succinylcholine, 0.1 per cent intravenous drip (400 mg. in 
2 hours). Postoperatively, he respired poorly and acted as 
if still partially paralyzed. Respirations required assistance 
for 12 hours. He continued to bleed. He died 24 hours 
postoperatively. At autopsy his liver was observed to be 
nearly destroyed with bile hepatitis and superimposed in- 
fection. 


Succinylcholine infusion was obviously a poor 
choice in a patient with such serious hepatic dis- 
ability. 

The respiratory effort of patients incompletely 
recovered from relaxant drugs has a reasonably defin- 
able patterti. The patient appears forcibly to lift his 
chest wall, using all accessory muscles of respiration, 
yet often moving little air. Gross muscular move- 
ments of head and extremities are visible, but fine 
movements are lacking. Often a similar type of 
respiration can be seen in the obese, in patients 
with distended abdomen, and occasionally in patients 
with pulmonary disease or postoperative chest com- 
plications. Any of these conditions may simulate 
incomplete recovery from relaxants used during an- 
esthesia. The following case report exemplifies a 
pulmonary complication that at first appeared to be 
a prolonged relaxant action. 


CASE 8.—A 52 year old Negro man with a lung abscess 
was treated conservatively for 10 months and scheduled for 
pneumonectomy. Thiopental-cyclopropane endotracheal an- 
esthesia was supplemented with 22.5 mg. of d-tubocurarine. 
The operation required 3 hours. For the last 30 minutes 
the patient was making respiratory efforts. When moved 
from operating room table to litter, he was noticed to be 
using accessory muscles of respiration and to be slightly 
cyanotic, and his blood pressure had fallen from 130/80 to 
70/30. This was believed to be due in part to prolonged 
effect of the relaxant. However, upon ventilation of his 
remaining lung with oxygen, the color did not improve. 
His blood pressure continued to fall; his attempts at respira- 
tion became more labored with ineffective exchange. He 
died 1 hour and 20 minutes postoperatively. At autopsy, 
he was found to have an embolus in his remaining pul- 
monary artery. 


ALTERATION OF 
INTERNAL ENVIRONMENT 


Control of respiration and peripheral respiratory 
activity may be influenced by environmental changes 
as might occur in blood carbon dioxide excess or 
oxygen deficit in the presence of depressant agents, 
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RESPIRATORY DEPRESSION — Eckenhoff — continued 


such as narcotics or anesthetics, or when inadequate 
circulation exists. 


Respiration may become depressed by very high 
concentrations of carbon dioxide and suppressed by 
hypocarbia. Churchill-Davidson has envisioned the 
normal responsiveness of the respiratory center to 
carbon dioxide as a broad band in the carbon dioxide 
pressure spectrum. Anesthetics, narcotics, and relax- 
ants narrow that band so that respiratory center 
stimulation by carbon dioxide occurs only in a slim 
carbon dioxide pressure range. Thus apnea may per- 
sist if carbon dioxide has been washed out by hyper- 
ventilation or is allowed to accumulate by inade- 
quate ventilation. 


Little need be said about the influences of hypoxia 
and their damaging effects upon respiratory control. 
Yet despite this knowledge, it is not uncommon to 
see anesthetists ignore obvious hypoxia during an- 
esthesia. There is rarely an excuse with the measures 
we have at hand ever to be satisfied with anything 
other than optimal ventilation and oxygenation. 


Inhibitory reflex activity arising from within the 
airway may lead to apnea as shown by case 9. 


CASE 9.—A 43 year old white woman was scheduled for 
thyroidectomy. Anesthesia was with light cyclopropane sup- 
plemented with succinylcholine, 60 mg., for tracheal intu- 
bation and 5 mg. of Metubine for relaxation. At the end 
of operation the patient would not breathe spontaneously. 
If the endotracheal tube was pushed downward, she would 
cough, presumably because the carina had been touched. 
Intravenous atropine followed by 1.5 mg. of Prostigmin 
accomplished little. The endotracheal tube was finally re- 


moved, and spontaneous adequate respirations immediately 
appeared. 


The postoperative depression of respiration by 
large doses of narcotics, used either for preanesthetic 
medication, as adjuvants to anesthesia, or at the end 
of operation to prevent restlessness with emergence 
from anesthesia is not uncommon and requires little 
amplification. Under these circumstances, there ap- 
pears little harm in giving 5 mg. of nalorphine 
intravenously to counteract the depression. Nalor- 
phine will not reverse the respiratory effects of anes- 
thetics or barbiturates. 


General anesthetics per se rarely lead to postanes- 
thetic apnea. In fact, it was only with a diligent 


search among our records that I was able to find 
this case report. 


CASE 10.—A 30 year old woman was prepared for dila- 
tation of the cervix and curettage. She was given 150 mg. 
of thiopental for induction of anesthesia, followed by 
cyclopropane for 10 minutes. The surgeon complained of 
cyanosis of the cervix. Since the patient’s respirations were 
depressed, the breathing bag was flushed with oxygen and 
the patient’s lungs ventilated several times. Apnea developed 
and persisted for the 15 minutes required for completion 
of the operation and for 20 minutes thereafter. The patient 
finally began to breathe upon painful stimulation. 
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It seems unlikely that cyclopropane was responsi- 
ble for the apnea or that the 150 mg. of thiopental 
was the basis. It is possible that “oxygen apnea” may 
have been the explanation. 


Occasionally, respiratory inadequacy is a mani- 
festation of circulatory insufficiency. Whether due 
to relaxants or poor circulation, the initial therapy is 
the same, namely, attention to maintenance of pul- 
monary ventilation, but further therapy may be quite 
different. The final three case reports exemplify 
problems that may be thought due to relaxants, yet 
the fundamental derangement be something entirely 
different. 


CASE 11.—A 29 year old white woman, 3 months preg- 
nant, had an atrioseptal defect and congenital mitral sten- 
osis. She was operated upon because of severe dyspnea. 
Anesthesia was with endotracheal cyclopropane, top ether, 
succinylcholine for tracheal intubation, and decamethonium, 
5 mg., for relaxation. Her body temperature was deliberately 
lowered to 31 C. The mitral valve was dilated and the sep- 
tal defect closed. Postoperatively, there were copious secre- 
tions in the trachea and ineffectual respirations that to 
all anesthetic observers were characteristic of persistent par- 
tial curarization. This situation continued unchanged for 
several hours. Atropine and Prostigmin failed to improve 
respiration. Pulmonary secretions increased and pulmonary 
edema developed. The patient’s condition deteriorated, and 
she died 20 hours later. At autopsy, the mitral valve was 
found to have been inadequately opened. With the septal 
defect closed, blood was dammed back into the lungs, and 
the patient had died from pulmonary engorgement and 
circulatory inadequacy. 


CASE 12.—A 50 year old Negro woman with an old 
myocardial infarct was scheduled for exploration of her 
common bile duct. Anesthesia was with endotracheal cyclo- 
propane. Tracheal intubation was facilitated with 40 mg. 
of succinylcholine, and muscular relaxation was obtained 
with 4 mg. of Imbretil and another 40 mg. of succinyl- 
choline at time of closure of her abdomen. For the last 60 
minutes of the procedure, nitrous oxide and oxygen, 6 L. 
and 2 L., were given. At the end of the operation, the pa- 
tient was breathing reasonably well, so her trachea was 
extubated. Shortly thereafter she was observed to be cya- 
notic and with only diaphragmatic respiratory activity. Her 
respiration was assisted with oxygen, tracheal secretions were 
aspirated, and atropine 0.4 mg., was given intravenously 
followed in 1 minute by Prostigmin, 1.0 mg. Her respira- 
tory tidal volume increased slightly. Another dose of Pro- 
stigmin was given after her trachea was reintubated. There 
was no effect. Pulmonary edema appeared. She was treated 
with semi-Fowler’s position, rotating tourniquets, positive 
pressure respiration, and intravenous Aminophylline. Auricu- 
lar fibrillation was detected by electrocardiograph, so Digox- 
in was given. She gradually responded. In 21 hours she 
was markedly improved, and her respiration was adequate. 
However, she died 12 days later, and at autopsy a myo- 
cardial infarction thought to have occurred at the end of 
operation was found. 


CASE 13.—A 42 year old Negro man with history of 
being in an automobile accident and having multiple frac- 
tures and laceration of the liver developed intestinal ob- 
struction and gastrointestinal hemorrhage. Because of hem- 
orrhage, exploratory laparotomy and probable subtotal 
gastrectomy was planned. He had received 22 units of blood 
prior to operation and 16 units during a difficult 7 hour 
exploratory laparotomy and gastrectomy complicated with 
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RESPIRATORY DEPRESSION — Eckenhoff — _ continued 


persistent bleeding. Anesthesia was with endotracheal cyclo- 
propane and intravenous succinylcholine drip (1.2 -Gm.). 
The measured and estimated blood loss was 6,200 ml. Re- 
placement consisted of 8,000 ml. of whole blood and 400 
ml. of fresh frozen plasma. At the conclusion of operation, 
the patient’s respiration was inadequate. His rectal tempera- 
ture was 93 F. His respiratory efforts were assisted, although 
difficulty was encountered in obtaining effective pulmonary 
ventilation. The patient responded as if in bronchospasm 
or chest wall spasm. All attention was directed to the re- 
spiratory problem. The endotracheal tube was replaced, 
Aminophylline was given intravenously, and there was fre- 
quent aspiration of tracheal secretions. After the Amino- 
phylline, respiration became easier to assist, but the blood 
pressure was more difficult to record. Controlled respiration 
became necessary, adequate ventilation was obtained, and 
the course of events appeared stabilized. Suddenly 214 
hours postoperatively, the patient died. Autopsy revealed 
the entire small bowel filled with old and fresh blood and 
a recent myocardial infarction. It was evident the patient 
had died of circulatory inadequacy. 

A lesson is to be learned from these last three case 
reports. When relaxants have been used during anes- 
thesia and postanesthetic respiratory inadequacy ap- 
pears, the clinical picture should be viewed in its 
entirety; attention should not be focused solely on 
the probability that muscle relaxants*are at fault. 


CONTINUING NEED FOR PRECAUTIONS 


Respiratory inadequacy appears at the end of 
operation when there is a tendency for all in the 
operating room to “let down” and allow their atten- 
tion to be diverted from the patient.” The anesthetist 
above all others concerned with the patient should 
not allow himself to be lured into this trap. This 
period is as important to the patient’s welfare as is 
the induction of anesthesia. Surgeons commonly turn 
over the closure of the incision to the less experi- 
enced, but rarely should anesthetists relinquish their 
functions at this time to a less experienced person. 
Too much is at stake. Minute attention must be paid 
to respiration and circulation. The adequacy of 
respiratory exchange must be observed constantly and 
the blood pressure checked frequently, especially with 
each change in body position. Even brief hypotension 
or hypoxia at this point may set the stage for a 
tragedy. As prophylaxis against this, we insist that 
all who have had pulmonary or cardiac operations or 
those in precarious condition are to have 100 per 
cent oxygen by mask during transport from operating 
room to recovery room. We believe this precaution 
to have paid dividends. 

It is apparent from the case reports presented in 
this discussion that postanesthetic respiratory inade- 
quacy can occur from many causes. The differential 
diagnosis of the complication demands forethought 
on the part of the anesthetist and his colleagues. The 
correct and early diagnosis requires close attention 
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to the patient by the anesthetist following as well as 
during anesthesia. An incorrect diagnosis may cause 
the loss of valuable time in establishing essential 
treatment and possibly in saving the patient’s life. 
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Mammary 


Dysplasia 


Diagnoses and Treatment 


MURRAY M. COPELAND, M.D. 
Washington, D. C. 


AMMARY DYSPLASIA is neither inflamma- 

tory nor neoplastic, but represents an expres- 
sion of endocrine dysfunction in menstruating 
women. 

Lobule formation in the human breast is not found 
in the normal male and does not occur in the normal 
female prior to puberty (advent of the corpus lu- 
teum). Corpus luteum hormone (progesterone) act- 
ing in conjunction with the follicle hormone (estro- 
gen) appears to be closely associated with the 
growth of mammary lobules during the premenstru- 
um in cyclic women. Lobule formation appears to 
be proportional to the intensity of the hormonal 
stimuli. Imbalance between these two hormonal ac- 
tivities of the ovary appears to result in irregular 
lobule formation such as is seen in chronic cystic 
mastitis. Luteal hormones of placental origin and, 
perhaps, a mammogenic hormone are the most effec- 
tive stimulants to lobule alveolar formation. Experi- 
mental work indicates that an intact hypophysis is 
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MAMMARY DYSPLASIA — Copeland — continued 


essential to the physiologic response brought about 
by the ovarian hormones, and, under certain condi- 
tions, the functional activity of the anterior pituitary 
hormone initiates secretion in the mammary alveoli. 

The forms of mammary dysplasia known as chron- 
ic Cystic mastitis are intimately related to the physi- 
ology of lobule formation in the human breast and to 
the function of the corpus luteum. Periductal connec- 
tive tissue is stimulated to growth during the estro- 
genic phase of development. In the luteal phase, the 
intralobular stroma is greatly compressed or resorbed, 
but vascularity is greatly increased. Lobule formation 
which appears defective is stimulated to normal 
growth, to some extent, by injections of progesterone. 

Mammary dysplasia development as described 
above has not gone unchallenged. Taylor and Fried- 
man and others in independent studies concluded that 
dysplasia was related to ovarian dysfunction in some 
cases, but they expressed the belief that this condi- 
tion must be referred to a variety of other factors, 
among which the nervous disturbances depending 
mainly on pelvic disorders are prominent. Ewing, 
from a review of the literature and from his own 
observations, concluded that mammary dysplasia 
(chronic cystic mastitis) had notably a hereditary 
character, the main etiologic factor residing in the 
intrinsic character of the breast itself, influenced 
more or less by hormonal, nervous, and local condi- 
tions. Geschickter strongly supports ovarian dysfunc- 
tion as a principal cause. Many observers support a 
definite endocrine factor as being linked with mam- 
mary dysplasia, benign mammary neoplasia, and the 
production of carcinoma of the breast. 

The forms of mammary dysplasia are (1) masto- 
dynia—painful mammary tissue, (2) adenosis— 
Schimmelbusch’s disease, and (3) cystic disease— 
blue-domed cyst of Bloodgood. 


MASTODYNIA 


The patients with mastodynia fall into two endoc- 
rine groups: 

1. Women in the childbearing age who have a 
tendency to sterility or who have not recently had 
a pregnancy. The breasts are usually well developed, 
the menstrual history is normal, and the disturbance 
in the breast comes late after maturity. The mani- 
festations are frequently transient. 


2. Young, childless women with small, atrophic 
breasts. Such breasts suggest a primary mammary 
deficiency arising at, or shortly after, adolescence. 
The menses are irregular and the women are fre- 
quently sterile. 

Pain is an outstanding symptom and is referred to 
a tender lesion in one or both breasts. Usually pre- 
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menstrual and mild in character at the beginning, it 
ultimately becomes more severe and prolonged, final- 
ly lasting for the greater part of the menstrual cycle. 
It may radiate down the arm or over the shoulder on 
the affected side. Movement of the arm and the 
weight of excessively heavy breasts may contribute 
to the discomfort. Fear of cancer is often aroused in 
the individual. 

On examination, the painful breast tissue resembles 
the “caked” area in acute mastitis. The most common 
finding is an elevated zone with a flat, granular sur- 
face, occupying the outer and upper quadrant of the 
breast. One or more margins of the tender tissue may 
be felt as a distinct and abnormal increase in thick- 
ness. Demarcation from the surrounding breast is 
usually indistinct. In addition, an indefinite nodular 
area may be palpated. The portions of the breast 
involved are (1) the region of the upper and outer 
quadrant; (2) the mid-upper zone; (3) the mid- 
lower zone, and (4) the central zone. 

The majority of painful breast cases observed in 
our service have not been subjected to operation 
(350). However, patients studied by Geschickter, 
from an earlier collection of material, were subjected 
to excisions or amputation of the affected breast. 
This material has afforded opportunity to study the 
affected tissue. In the gross, the breast tissue was not 
encapsulated, was white and more fibrous in appear- 
ance than the surrounding normal structure, and 
occasionally showed small cysts. Histologically, im- 
perfect lobule formation and an increase in periductal 
and intralobular stroma were noted. 


In some patients, the defective lobule formation 
appears to be due to reduced functional activity of 
the corpus luteum, while in others, there is a definite 
increase in the estrogenic hormone, bringing about 
a relative corpus luteum deficiency. 

The majority of patients with painful breasts usual- 
ly have a self-limited disease. These indurated areas 
tend to disappear after pregnancy or after the meno- 


pause. 
In painful breasts associated with mammary defici- 


Dr. Murray M. Copeland, pro- 
fessor and chairman of the De- 
partment of Oncology at George- 
town University Medica! Center, 
presented this paper for the 
Section on Obstetrics and Gyne- 
cology at the Texas Medical 
Association annual session April 
21, 1959, in San Antonio. 


Mammary dysplasia is an expression of endocrine dysfunc- 
tion in menstruating women. Mastodynia (simple mammary 
nodosity with pain) is the most. common and least serious 
form, with cystic disease next most common. Adenosis, the 
most serious form, is least common. Diagnosis and treatment 
are considered. 


TEXAS State Journal of Medicine, OCTOBER, 1959 


MAMMARY DYSPLASIA — Copeland — continued 


ency (younger age group), where no treatment has 
been instituted, many of the cases are unimproved 
after a period of from 3 to 10 years. The condition 
is persistent and these patients are more prone to 
develop Schimmelbusch’s disease of the breast. 


Treatment.—Once the diagnosis of cancer or true 
infection has been ruled out, simple supportive meas- 
ures are worth while (reassurance and wearing a 
brassiere). Worry, fear of cancer, and anxiety states 
accentuate symptoms referable to the breast and may 
be a factor in causing an endocrine derangement of 
the patient. 

A substantial number of patients have been re- 
lieved of their symptoms through persistent efforts 
in carrying out psychotherapy, giving reassurance, 
mild sedatives, and encouragement, and through fre- 
quent follow-ups without the use of hormone ther- 
apy. Endocrine therapy has not been used regularly 
in this group of patients. 

The treatment of mastodynia by estrogen therapy 
has been successful in persistent cases. Testosterone 
propionate has been used by Geschickter and me in 
a selected group of patients, and the results were 
found to be satisfactory if the treatment was main- 
tained. for several months. Progesterone therapy 
proved the treatment of choice when indicated. The 
hormone is administered in oil, intramuscularly, in 
doses of from 10 to 20 mg., twice weekly, for the 
last 2 weeks in one or two consecutive menstrual 
cycles. The total dosage varies from 40 to 80 mg. 


ADENOSIS 


Adenosis is more frequently observed in women 
between the ages of 35 and 44 years and is character- 
ized by the occurrence of multiple nodules in one 
or both the breasts. These nodules vary from 1 mm. 
to 1 cm. in diameter and are usually distributed 
about the outer and upper hemisphere of the breast. 
Pain may be a conspicuous feature. The women af- 
fected are often childless and show evidence of ner- 
vous tension, underweight, and a tendency to irregular 
menstrual cycles. The disease may be superimposed 
on a persistent mastodynia. Exacerbation of pain and 
a nodule of fluctuating size are common findings 
during the premenstruum. “Caking” or induration 
may at times suggest the presence of cancer. 

Adenosis is seen most frequently in breasts of 
moderate or small size. The adipose tissue is dimin- 
ished in amount. A noticeable difference in the size 
of the two breasts is common. Bleeding nipple occurs 
about as often in benign conditions of the breast as 
in malignant conditions. In Schimmelbusch’s disease, 
4 per cent of the cases have bleeding nipples which 
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are associated with intraductal papillomas, usually 
situated in the periphery of the breast. 

The pathologic process may be limited or diffuse 
throughout the breast or breasts. Increased fibrous 
tissue is apparent. The parenchyma is riddled with 
cysts, minute adenomas, and intracystic papillomas. 
Many large, dilated ducts may be found. 

Hyperplastic epithelium growing within the lumen 
of tubules somewhat resembles comedo or duct can- 
cer. The epithelial proliferation ramifying from the 
ends of the tubules into the surrounding stroma 
simulates the invasive character of alveolar cancer. 
Frequently this hyperplasia of atypical lobules is more 
apparent than real. 

The distinction between certain forms of breast 
cancer and adenosis may present unusual difficulty 
because of the graduations which may be found be- 
tween the two diseases. 

There is also.a definite relation between adenosis, 
mastodynia, and cystic disease of the breast. 


Patients with adenosis fall into two endocrine 
groups: 

1. Women with early sexual maturity and usually 
having small breasts. They may have a relatively 
far advanced stage of the disease in their early twen- 
ties. 

2. Women of 30 years or more of age with char- 
acteristic breast changes, of 1 or more years’ dura- 
tion, complaining of pain or menstrual disturbances, 
and who are usually psychically upset. 

While the changes seen in adenosis are not essen- 
tial to the development of mammary cancer, they do 
represent changes brought about by absolute or rela- 
tive hyperestrinism. Clinically, patients with adenosis 
of the breast who have been carefully followed show 
an incidence of cancer of approximately 4 per cent, 
as compared with an incidence of 0.42 per cent 
among a control group of women in the cross-section 
of the population. 


Treatment.—Therapy must be based upon an ac- 
curate appraisal of the condition. Investigation of all 
doubtful nodules is necessary. Nodules which are 
distinct and larger than usual, or growing noticeably 


larger, must be excised, whether the nodule is cystic 
or solid. 


Amputation of a breast with Schimmelbusch’s dis- 
ease to prevent possible development of cancer is not 
justified. On the other hand, biopsy specimens which 
show early cancer leave no recourse to the physician 
except that of doing a radical mastectomy. 

Estrogenic therapy is not satisfactory in adenosis. 

Progesterone or testosterone therapy has given 
symptomatic relief in many of the patients treated, 
but the small, discrete nodulations usually persist. 
Progesterone in oil is administered in from 10 to 
20 mg. doses, intramuscularly, in the last 2 weeks of 
two to three menstrual cycles. 
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In patients followed during pregnancy and lacta- 
tion, disappearance of the nodularity and tender- 
ness usually occurs after midpregnancy, and the 
breasts are normal during lactation. In a number of 
such patients, the breasts, previously the seat of ade- 
nosis, have been found negative at examination a 
year or more after childbirth. 


CYSTIC DISEASE OF BREAST 


Cystic disease of the breast in the female is char- 
acterized by one or more cysts, 1 cm. or more in 
diameter, situated in the parenchyma of the breast 
structure, occurring during or near the menopause. 
The breasts affected usually show little or no atrophy, 
but contain increased amounts of fibrous or fatty 
tissue. A solitary cyst is the most common benign 
lesion in the breast during the cancer age. 

In an analysis of more than 600 cases of cystic 
disease, the peak of age incidence was noted to be 
between the forty-first and forty-fifth years of life. 
Postmenopausal macrocystic disease invariably gave 


the history of breast disturbances prior to the meno- 
pause. 


Cystic disease predominates in childless women in 
a ratio of 3 to 2. In women with children, cystic 
changes appear when the average age of the young- 
est child is 10 years and, rarely, when less than 4 
years. 


Few patients with cystic disease have menstrual 
disorders (except menopausal syndrome) or difficul- 
ty with childbearing. 


When assays of urine estrogen and pregnandiol 
(a reflection of progesterone function) were carried 
out on patients with macrocystic disease and linked 
with experiments on controlled rats receiving large 
injections of estrogen and small injections of pro- 
gesterone, Geschickter and others found evidence to 
support the probability that an intense or unopposed 
estrogen stimulus results in the formation of cysts. 

The symptoms of cystic disease may appear abrupt- 
ly and are often of short duration prior to the time 
of observation. The chief complaint is the discovery 
of a “lump,” although 40 per cent of the patients 
had noticed mild pain, soreness, or a burning or a 
sticking sensation. Serous discharge from the nipple 
was occasionally observed. Fluctuation in the size of 
a cyst was frequently noted. The breasts are usually 
large or adipose in type. The cysts are usually found 
away from the periphery of the breast. On palpation, 
the lesion presents a smooth, rounded, tense, and 
freely movable tumefaction. Fluctuation can be made 
out in some cases. If the cyst is situated deep in the 
breast, its nature and extent are difficult to appraise. 
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MAMMARY DYSPLASIA — Copeland — continued 


Thick walled cysts also present a problem in diag- 
nosis. 

In a large number of patients only one cyst of 
appreciable size was found. Single cysts were found 
in both breasts in 11 per cent of the cases. Multiple 
cysts were found in one or both breasts in 25 per cent 
of affected women at the first examination. They 
tend to occur in a slightly younger age group who 
have symptoms similar to those associated with 
Schimmelbusch’s disease. The tendency to multiplic- 
ity and bilateral involvement suggests an underlying 
endocrine disturbance substantiated by experimental 
studies. 

A majority of cysts project into the fat overlying 
the breast parenchyma and are easily aspirated, yield- 
ing a cloudy or serous fluid. Cysts deep in the breast, 
or with thick walls, are aspirated with greater dif- 
ficulty. 

At operation, a mammary cyst is found to have a 
tense, thin wall, with a bluish tint. The description 
by Bloodgood is a classic one. Serous or cloudy fluid 
is noted within the cavity of the cyst, and its wall is 
usually smooth and glistening. A large portion of 
the cyst is embedded in dense, fibrous parenchyma of 
the breast. Involutional changes are usually present 
in the surrounding breast structure. Microscopically, 
the lobules are small, irregular, and undergoing dila- 
tion or regression. The lining epithelium of the cyst 
is often replaced by fibrous tissue. Persistent epi- 
thelium may be cuboidal or columnar with eosin- 
staining cytoplasm. 

Cysts with a papilloma projecting into the cavity, 
or with walls formed by cancerous tissue, do not 
appear to result from the pathologic process involved 
in cystic disease in the majority of cases. Intracystic 
papillomas and cancer cysts occur after the meno- 
pause and most frequently affect large ducts in the 
region of the nipples. Intracystic papillomas in the 
younger age groups are usually found associated with 
Schimmelbusch’s disease, situated in the periphery 
of the breasts. 


Treatment.—When aspiration only is employed in 
treating cysts, the smaller lesions usually subside; 
larger cysts may recur. In cysts treated by excision 
or aspiration, 15 per cent of the patients develop 
subsequent cysts in the same or opposite breast. 
Among a total of 600 patients followed for more 
than 5 years, 5 subsequently have developed mam- 
mary carcinoma following an excision or aspiration 
of a cyst elsewhere in the same organ. It would 
appear, therefore, that in women with cystic disease 
who are treated by aspiration or excision of the cysts, 
the surrounding breast tissue remains free of further 
significant disorder in 85 per cent of the cases, and 
that less than 1 per cent have a complicating can- 
cer. 

Cysts usually do not respond well to endocrine 
therapy. A solitary cyst, therefore, is best treated by 
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MAMMARY DYSPLASIA — Copeland — continued 


aspiration or simple excision. If a single cyst has 
been excised previously and additional cysts appear, 
or in those cases with multiple cysts of one or both 
breasts, aspiration may be used to verify the cystic 
nature of the subsequent tumors. In patients beyond 
the menopause, recurring cysts or nodules should be 
considered of more significance and repeated exci- 
sions, if necessary, are indicated. 


SUMMARY AND DISCUSSION 


Mastodynia, that is, simple mammary nodosity 
with pain, is the most common and least serious 
form of mammary dysplasia. The defective lobule 
formation accompanying this disorder is due to re- 
duced function of the corpus luteum. It has been 
pointed out that normal lobule formation depends 
upon the proper ratio of estrogen and corpus luteum 
hormones. Only a single case of mammary carcinoma 
has been found associated with this form of dysplasia. 
The tumor developed in aberrant breast tissue, ap- 
parently unrelated to the previous mastodynia. 

The treatment of mastodynia has been discussed. 
Psychosomatic therapy is of the utmost importance. 
Endocrine therapy is unnecessary in a large segment 
of patients with this disorder, if the patient is given 
insight into her disease and reassurance that cancer 
does not exist. An uplift brassiere, for patients with 
heavy breasts, is indicated. 

Cystic disease is the next most common form of 
mammary dysplasia. In 600 patients with macro- 
cystic disease, followed for 5 years or longer, treated 
by aspiration, simple excision, or exploration, only 
5 instances of carcinoma ultimately occurred in this 
group. 

Adenosis of the breast is, fortunately, the least 
common form of mammary dysplasia, since it is the 
most serious in many of its aspects. 


I have found among 150 patients with adenosis 
of the breast, who have been carefully followed, that 
the incidence of cancer is 4 per cent, while among 
those with cystic disease the incidence is less than 
1 per cent. Dr. L. V. Dublin of the Metropolitan 
Life Insurance Company has calculated the prob- 
ability of mammary cancer in the general female 
population for this age group, during the average 
period of 10 years through which these cases have 
been followed. For women between 35 and 45 years 
of age, the chances are from 0.28 to 0.55 per cent 
for the development of mammary cancer in the suc- 
ceeding 10 years. The incidence of breast cancer 
among women as a whole is 0.42 per cent. 

Therapy in adenosis consists of surgical investiga- 
tion of all doubtful nodules. Where cancer is found, 
radical mastectomy should be performed. Aspiration 
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of cysts may be indicated to obliterate them. Estro- 
gen therapy is not satisfactory and is unsafe to use. 
Progesterone for symptomatic relief is effective in 
a fair percentage of the cases. 
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Medical Exhibit in Berlin 


The latest in American surgical, medical, and dental 
equipment—including many new lifesaving techniques— 
were on display at the 14 day Berlin Industries Fair, which 
began September 12. 

The exhibit, “Medicine USA,” was assembled for its 
premiere showing by the United States Information Agency 
in cooperation with the Commerce Department’s Office 
of International Trade Fairs: It was the only United States 
government exhibit at the fair. 
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Soft Tissue 
Injuries 


To the Face 


JOHN B. ERICH, M.D. 


Rochester, Minnesota 


LMOST EVERY INJURY involving soft tissues 

of the face produces some scarring or a de- 
formity which is more or less conspicuous. Any 
analysis of the factors that minimize development of 
scar tissue and contribute to pleasing results in this 
type of facial surgery must lack completeness if it 
does not include methods for both immediate care 
and delayed restoration. Obtainment of satisfactory 
cosmetic results in the treatment of soft tissue facial 
injuries involves early treatment, proper debridement 
of lacerations, complete hemostasis, use of fine suture 
material, and application of pressure dressings. Much 
scarring and disfigurement can be prevented by the 
immediate application of free skin grafts to regions 
denuded of skin. Moreover, a knowledge of the vari- 
ous types of pedicle flaps of skin that are available 
for facial repair is helpful, because some of them 
can be utilized in the immediate repair of facial 
wounds, thus eliminating or minimizing deformity. 





ROUTINE CONSIDERATIONS 


Whenever possible, injured soft tisues of the face 
should receive attention within a few hours after 
the damage is incurred. Early treatment of facial 
lacerations not only limits the degree of inflamma- 
tory reaction but also reduces the amount of subse- 
quent scarring and distortion. Hydrogen peroxide is 
an effective agent for the removal of debris and co- 
agulated blood from lacerated wounds, leaving clean 
tissues for suturing. 

It is inexcusable to fail to remove dirt and other 
pigmented foreign material from abraded and lac- 
erated surfaces by vigorous scrubbing with a stiff 
brush, soap, and water. If permitted to remain in a 
wound, such foreign substances leave a permanent 
tattoo-like pigmentation in the skin which is impos- 
sible to remove except by excision. 

The ultimate formation of scar tissue always is 
diminished by sharp excision of rough, irregular, 
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ragged, or macerated margins of wounds. Further- 
more, lacerations obliquely cut require excision to 
make the edges of skin perpendicular to the external 
dermal surface; this is essential for proper suturing 
of the wound. Portions of skin in which the blood 
supply is so poor that sloughing is likely to occur 
should be removed promptly. Since the formation of 
a hematoma is undesirable, it is extremely important 
that no facial wound be closed before bleeding has 
been controlled by ligating all vessels that continue 
to ooze. 

Although it makes little difference what type of 
suture material is employed to approximate the skin 
edges of a laceration, heavy sutures that include 
large amounts of tissue are unsatisfactory because 
they produce a great deal of unnecessary scarring. 
Neat, small stitches of fine material such as silk are 
essential in obtaining a satisfactory result. In recent 
years I have found that 36-gauge stainless steel wire 
makes excellent suture material both for the skin and 
for the subcutaneous tissues. The knots do not slip 
and the inflammatory reaction around the sutures 
seems to be less than when silk is employed. For 
lacerations about the eyelids and lips, however, I 
still prefer to use fine silk. 

After a facial wound is closed, application of a 
pressure dressing (which should be left undisturbed 
for 48 to 72 hours) is extremely helpful; such dress- 
ings promote rapid healing and further obviate the 
possibility of hematoma. 


RECONSTITUTING STENSEN’S DUCT 


Occasionally a penetrating laceration of the cheek 
divides Stensen’s duct and results in an external sa- 
livary fistula. Numerous operations have been de- 
vised to anastomose the cut ends of the duct. In my 
experience, however, attempts to repair the duct 
usually have been unsuccessful. Fortunately, nothing 
more is required in these cases than insertion of a 


Dr. John B. Erich, who is head 
of the Section of Plastic Sur- 
gery, Mayo Clinic and Mayo 
Foundation, presented this ma- 
terial as part of a refresher 
course at the Texas Medical 
Association annual session April 
20, 1959, in San Antonio. 


Almost every injury involving soft tissues of the face pro- 
duces conspicuous scarring. Early treatment, proper debride- 
ment of lacerations, complete hemostasis, use of fine suture 
material, and application of pressure dressings are important. 
Immediate application of free skin grafts and a knowledge 
of types of pedicle flaps for immediate or later repair may 
minimize deformity. 
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INJURIES TO FACE — Erich — continued 


Penrose drain from the mouth into the lacerated 
region of the cheek through a stab wound adjacent 
to the distal part of the duct. The drain is tacked 
down with two or three catgut sutures in the depths 
of the wound to hold it there for 2 or 3 weeks. The 
external wound is tightly sutured. Such management 
encourages the flow of saliva to follow the Penrose 
drain into the mouth and opposes the development 
of an external salivary fistula. Ultimately this arti- 
ficial opening into the mouth forms a part of Sten- 
sen’s duct and functions in a completely normal 
manner. 


REPLACEMENT OF LOST SKIN 


The use of a free skin graft, whether of the split- 
thickness or the full-thickness variety, should be 
considered in the immediate repair of facial lacera- 
tions that involve a loss of skin. Such grafts prevent 
a great deal of scarring and distortion and I recom- 
mend them, provided there be no evidence of gross 
contamination of the wound. If the denuded area is 
not too large, a full-thickness graft dissected from 
the posterior auricular region is preferable to a graft 
from any other site because the color of the skin in 
this situation closely resembles that of the face. 
Moreover, such grafts heal extremely well. When a 
large graft is required, however, a shaved, split- 
thickness graft from the abdomen or thigh or a full- 
thickness skin graft from the supraclavicular region 
should be considered. Shaved grafts from the ab- 
domen or thigh often remain too white; full-thick- 
ness grafts from the clavicular region have an accept- 
able color, but, in my experience, tend to slough 
because of their thickness. In general, however, the 
adaptation of a dermal graft to tissues recently de- 
nuded of skin is successful, and thus prevents the 
scarring and distortion that are inevitable when such 
wounds are left to epithelize spontaneously. 

Full-thickness grafts are dissected with a scalpel; 
shave grafts are cut with some form of dermatome. 
Full-thickness skin transplants are applied as inlays 
and must be cut to the same size and shape as the 
denuded surface. This can be accomplished by means 
of a pattern cut from lead sheeting to match the 
defect. I prefer to treat shaved split-thickness trans- 
plants as inlay grafts also—that is, to cut them in 
such a manner that their contour duplicates that of 
the defect. Here again a lead pattern is employed to 
guide the trimming. It is laid over the graft while 
the latter is still stuck to the drum of the (Pagett- 
Hood) dermatome. Cutting around the pattern with 
a scalpel then removes: a portion of split-thickness 
skin, leaving a piece with the same size and outline 
as the defect. Thus properly shaped, the transplant 
is inlaid into the defect on the face. 
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When shaved or full-thickness transplants are em- 
ployed over the face, immobilization is one of the 
factors most important to the success of the grafting. 
To gain proper fixation of the graft, it is well that 
the sutures anchoring the graft to the margins of 
the defect be left very long so they can be tied over 
a bulk of gauze or cotton. This technique is of much 
value in rendering the graft immobile and also in 
preventing subsequent hematoma. Additional im- 
mobilization can be obtained by the application of 
an external dressing with much adhesive tape. 

It should be borne in mind that free skin grafts 
are not without fault: some of them are too white 
and some become deeply pigmented, and in a few 
instances enough scarring develops under the graft 
to distort and shrivel the part a trifle. If a defect 
involves tissues deeper than the skin or if it pene- 
trates through the lip, nose, or cheek, a pedicle flap 
of skin is required for repair. In some cases it is 
helpful to apply a split-thickness skin graft to a 
large denuded surface on the face just to prevent 
infection, scarring, and distortion, even though a 
pedicle flap of skin will be required later to correct 
the defect. If the loss of tissue goes deep enough to 
expose the underlying bone, a free skin graft is use- 
less except as a temporary covering. One exception 
to this rule involves avulsion of the scalp or soft 
tissues of the forehead. In such instances, a free split- 
thickness skin graft can and should be applied as 
soon as possible over the exposed bone. 


PEDICLE FLAPS 


In dealing with facial injuries involving a large 
loss of tissue, a knowledge of the pedicle flaps of 
skin that are employed in plastic surgery of the face 
is helpful because some of them can be used to ad- 
vantage during the immediate repair of the wounds. 
For this reason I wish to devote a portion of my 
paper to discussion and classification of pedicle flaps 
of skin employed in plastic facial surgery. 

Both simple ribbon and tubed pedicle flaps of skin 
are employed in the repair of defects about the face. 
A tube flap requires more time in preparation than 
do simple, open flaps; but tube flaps are constructed 
and transferred in such a manner that no raw surface 
is ever left exposed, thereby preventing infection and 
the development of excessive scar tissue in the flap. 
Furthermore, tubing a flap actually increases its 
blood supply. 

When a pedicle flap is employed to repair some 
facial defect that includes a perforation, such as a 
hole through the nose, lip, or cheek, that portion of 
the flap to cover the actual perforation must be lined 
with skin; otherwise the raw inward surface of the 
flap, exposed in its new location, would become ex- 
cessively scarred and distorted. 
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INJURIES TO FACE — Erich — continued 


Owing to the character of most pedicle grafts, 
necrosis of the flap may be expected if it is elevated 
and transferred in one step, because the blood supply 
is not adequate to nourish the entire flap. This diffi- 
culty, however, can be overcome through delay. The 
flap is elevated in a series of procedures designed to 
transfer the circulation in the flap to the pedicle. 
These progressive stages stimulate the vessels in the 
pedicle to enlarge until they are able to nourish the 
entire flap. The flap then can be transplanted with- 
out danger of subsequent sloughing. 

It is true that flaps which have wide pedicles and 
are short or small and well supplied arterially can 
be elevated and transplanted in one operation. How- 
ever, when there is any question in regard to the 
blood supply to a flap, the so-called delay technique 
of elevating the flap and suturing it back in’ place 
several times should be considered. The periods of 
delay necessary for the various flaps employed in 
facial surgery cannot be discussed here; but large, 
irregularly shaped grafts and all tube grafts require 
considerable time in preparation. After the elevation 
of a tube flap of skin, I prefer to wait 1 month 
before attempting to transplant it to a facial defect. 
This delay is necessary for development of an ade- 
quate blood supply in the tube. 


Types of Pedicle Flaps Employed in Facial Surgery. 
—Three types of the pedicle flap of skin are em- 
ployed in the repair of defects about the face: (1) 
contiguous flaps, (2) neighboring flaps, and (3) 
distant flaps. The contiguous pedicle graft is a simple, 
open flap that is elevated from tissues immediately 
adjacent to the defect and is advanced or rotated to 
cover the defect (fig. 1). The contour and size of 
the contiguous flap vary according to the shape and 
location of the area to be grafted; they have no 
standard. 

The neighboring flap is a pedicle graft that is ele- 
vated from the same general anatomic region as the 
defect and is long enough to permit direct transfer- 


Fig. 1. Simple contiguous flap. (a) The flap is elevated 
adjacent to the defect as illustrated by the solid line. 
It later is transferred to the position occupied by the 
dotted line. (b) The flap has been advanced or rotated 
over the defect and sutured. If redundant skin is present 
external to the flap, the skin is removed by excising a 
triangular portion of tissue as illustrated by the dotted 
line. (¢) The wound is completely sutured. 
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ence to the defect. Usually the neighboring flap for 
repair of losses of tissue about the face is elevated 
from the forehead. I employ four types of forehead 
flap (fig. 2) for facial repair: (1) a loop-shaped 
supraorbital flap with a pedicle over one brow, (2) 
a sickle-shaped temporal flap with a pedicle in the 
preauricular region, (3) a vertical forehead flap 
which can be elevated in the midline or over one 
brow, and (4) a transverse flap across the forehead 
with a pedicle in the temporal region. Another kind 
of neighboring flap that can be utilized to correct 
smaller defects of the upper lip at the time of pri- 
mary repair is a V-shaped wedge of tissue from the 
lower lip; this small flap containing the labial artery 
in its pedicle is rotated upward to fill in the defect 
of the upper lip (fig. 3). 

Distant pedicle flaps are elevated from some 
anatomic region other than that in which the defect 
is located. Some of them reach directly to the defect, 
and others can reach the recipient site only by migra- 
tion or by the use of an intermediary, such as the 
wrist, which carries the flap to the defective part. 
For defects about the face, many kinds of distant flaps 
can be employed. However, the only kinds that I 
ordinarily use are (1) a clavicular tube flap elevated 
near or obliquely across the clavicle (fig. 4a) and 
(2) a thoracic tube flap elevated and drawn more 
or less caudad from the anterior thoracic wall (fig. 


Fig. 2. Four types of forehead flaps used for facial re- 
pair. (a) Loop-shaped supraorbital flap containing the 
supraorbital artery in the pedicle. (b) Sickle-shaped 
temporal flap containing the temporal artery in the ped- 
icle. (¢) Vertical forehead flap containing the supra- 
orbital artery. A vertical forehead flap more often is 
elevated in the median line. (d) Transverse forehead 
flap containing branches of the temporal artery in the 
pedicle. 
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INJURIES TO FACE — Erich — continued 


Advantages and Disadvantages of Various Pedicle 
Flaps.—No single type of flap can correct every type 
of defect. Each has certain advantages and disadvan- 
tages. Some effect an excellent cosmetic result but 
require a great deal of time in preparation and there- 
fore are expensive for the patient. All factors must 
be considered in selecting the most appropriate flap 
for each individual case. 


For a small loss of tissue on the face, a contigu- 
ous flap offers the quickest method of repair if the 
wound cannot be closed by simple approximation of 
its edges. The color and texture of the contiguous 
flap always are satisfactory, since the flap is derived 


Fig. 3. Abbe-Estlander operation in which a wedge of 
tissue containing the inferior labial artery in the pedicle 
is rotated from the lower lip into a defect in the upper 
lip. (a) After freshening of the edges of the defect so as 
to form an inverted V-shaped opening, the triangular 
flap is cut from the lower lip. (b) This triangle is ro- 
tated into the defect. (ec) The wound is sutured. (d) 
Three weeks later the pedicle is cut across and the 
vermilion margins of the upper and lower lips are re- 
adjusted to normal contour. 
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Fig. 4. Distant tube flaps of skin used in facial repair. 
(a) Clavicular tube flap, which can be elevated either 
parallel with the clavicle or obliquely across the clavicle. 
(b) Thoracic or chest tube flap, elevated in an approxi- 
mately vertical direction lateral to the median line. 
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from the tissues adjacent to the defect. But the use- 
fulness of the contiguous flap is limited: it can be 
employed only for small perforations or skin losses 
on the face, and can be elevated only in tissues which 
have not been badly scarred or excessively irradiated. 


In defects too large to be covered by contiguous 
flaps, the use of forehead flaps always can be consid- 
ered unless the skin over the frontal region is scarred. 
Forehead flaps require less time in preparation, are 
less likely to slough, and are less difficult to prepare 
than any of the tube flaps. Moreover, forehead flaps 
give excellent cosmetic results because the color and 
texture of the skin are similar to those of the dermal 
covering of the face. Unfortunately, forehead flaps 
have one distinct disadvantage which has caused me 
almost to discontinue their use. This is the rather 
conspicuous scarring at the donor site on the fore- 
head. It is not so important to women, who can style 
their hair to cover the scar; but for men it is un- 
desirable. 


In the last few years I have found that an excellent 
facial reconstruction can be created with a clavicular 
tube flap or a chest tube flap whose upper end has 
good color and texture. The great advantage of cla- 
vicular and chest tubes lies in the fact that the scar- 
ring at the donor site is not visible when the patient 
is clothed. The only real disadvantage of a clavicular 
or chest tube flap is that a longer period is required 
to complete the reconstruction than is necessary with 
a forehead flap. Consequently, only in the case of a 
patient who is not concerned with a scarred forehead 
and who wants the reconstruction done as quickly 
as possible do I use a forehead flap. 


Applications of Various Pedicle Flaps in Facial 
Surgery.—Many small defects about the face can be 
corrected with a contiguous flap, which is slid, ad- 
vanced, or rotated over the defect (fig. 1). The size 
and contour of the flap must be altered to meet the 
requirements of each individual case. Contiguous 
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Fig. 5. A method of closing large defects of the mid- 
portion of the upper lip, in which contiguous flaps of 
the full thickness of the cheeks are used to reconstruct 
the upper lip. (a) With the incisions indicated, the four 
triangular portions of the full thickness of the cheeks 
are removed. (b) Then the two lateral flaps can be pulled 
together and sutured in the median line. 
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INJURIES TO FACE — Erich — continued 


flaps are especially useful for small defects on the 
nose, lips, and cheeks. 


If a large part of the central portion of the upper 
lip is missing, immediate repair can be effected by 
moving contiguous flaps of the full thickness of the 
cheeks across to the median line (fig. 5). This is a 
rapid method of closure and one to be considered, 
since it can be completed at the time of primary 
repair of the facial wound. The same type of recon- 
struction can be employed for total loss of the upper 
lip; but the cosmetic result is poor because the re- 
constructed lip is scarred, tense, and somewhat dis- 
torted, 

A loss of tissue involving the full thickness of the 
lower lip can be converted into a V-shaped wound. 
If the defect, thus modified, is less than a third of 
the width of the lower lip, it can be closed by 
simple approximation of the edges without distorting 
the lip. If the defect amounts to more than a third, 
however, it can be closed by transferring contiguous 
flaps of the full thickness of the cheeks across to the 
median line. This technique is presented in figure 6. 

Four types of neighboring pedicle flaps on the 
forehead were listed earlier. Details concerning the 
elevation of such flaps cannot be discussed here, but 
I would like to mention that a loop-shaped supra- 
orbital flap is employed for total nasal reconstruction; 
a sickle-shaped temporal flap is used for repair of 
defects about the cheeks, eyelids, and upper lip and 
for partial defects of the nose; a vertical forehead 
flap can be utilized only for small defects involving 
the upper half of the nose; and a transverse forehead 
flap is adaptable for defects about the eyelids, cheeks, 
and upper lip. 

If a tube flap is to be used for facial repair, I 
prefer the clavicular type, provided it can be made 





Fig. 6. A method of closing larger defects of the lower 
lip. (a) The edges of the defect are cut so as to form a 
V-shaped opening, and a lateral incision from each 
angle of the mouth out into the cheek forms the base 
of a triangle that is excised in its full thickness. (b) Ab- 
sence of the two triangles permits the two sides of the 
defect to be brought together to form a new lower lip. 
(c) Triangular openings are sutured. The lateral margins 
of these triangles should lie on the nasolabial fold. 
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wide enough for the necessary reconstruction. Other- 
wise I employ a chest tube flap, which gives more 
skin and fat for utilization in the reconstruction. If 
the patient does not object to the increase of time 
required, I prefer to use the upper end of a chest tube 
flap for repair rather than the lower end because the 
color of the former is more satisfactory for facial 
repair (fig. 7). However, utilizing the upper end 
of a chest tube flap necessitates an intermediary stage 
in which the lower end is attached to the neck, after 
which the (originally) upper end can be brought 
up to the face. 





Fig. 7. Use of the upper end of a chest tube flap for 
facial reconstruction. (a) The dotted area on the upper 
end of the flap indicates a split-thickness skin graft 
lining that later forms a part of the facial repair. (b) 
The lower end of the chest tube flap is detached and 
sutured to the midcervical region as an intermediate 
step in transferring the tube from the chest to the face. 
(c) When the cervical attachment is healed (in about 3 
weeks), the originally upper end of the tube is cut 
across or is detached and elevated to the facial defect. 


CONCLUSION 


It is true that most of the pedicle flaps of skin 
which have been discussed here cannot be employed 
in the immediate care of soft tissue injuries of the 
face. When the loss of tissue has been large, however, 
a knowledge of these flaps is helpful in planning 
the subsequent course of treatment. Moreover, as 
previously mentioned, many of the smaller defects 
can be corrected at the time of primary repair by 
utilizing some of the flaps as described. 

Finally, I should like to emphasize the fact that a 
facial wound of such character that it cannot be re- 
paired immediately with a free skin graft or a pedicle 
flap should be left open. If possible, however, the 
skin should be sutured to the mucous membrane 
around the edges of the defect. Such treatment will 
hasten the healing processes in the wound and permit 
early utilization of a pedicle flap of skin for repair 
of the residual defect. 


§ Dr. Erich, Mayo Clinic, Rochester, Minn. 


TEXAS State Journal of Medicine, OCTOBER, 1959 





Porphyria 


Its Manifestations 
And Treatment 
With Chelating Agents 


JOSEPH T. PAINTER, M.D. and 
EDWIN J. MORROW, M.D. 


Houston, Texas 


ORPHYRIA is a rare constitutional defect in 

porphyrin metabolism manifested by disturbed 
function in various organ systems of the body and 
an excessive quantity of uroporphyrin in the urine. 
The abnormalities resulting from the metabolic de- 
rangement present in these cases result in the pro- 
duction of a variable, bizarre, and often baffling 
clinical picture which, while seen infrequently, of- 
fers a challenge to the diagnostic acumen of the 
physician. 

Though relatively few cases of porphyria have been 
reported in the literature to date, the frequency of 
its occurrence is probably far greater than now sus- 
pected, and, as interest in this group of disturbances 
is engendered, recognition of porphyria should occur 
more often than at present. The work of Watson 
and his associates in this country and Waldenstrom 
in Sweden has resulted in clarification of the heredi- 
tary, biochemical, and clinical aspects of this prob- 
lem. And, since the report of Peters in 1954 sug- 
gesting beneficial effects following the use of chelat- 
ing agents in the treatment of porphyria,® the estab- 
lishment of the diagnosis of porphyria has become 
of more than academic interest. 


The purpose of this paper is to review the clinical 
aspects of this disease entity with a report of 5 addi- 
tional cases of acute intermittent porphyria. The 
results of chelation therapy in 4 of the 5 cases will 
be briefly discussed. 


BIOCHEMISTRY 


Porphyrins are composed of four pyrrole rings 
connected by four methylene bridges. The type of 
porphyrin found is determined by the associated 
chemical groups attached to the pyrrole nuclei. 
Hemoglobin, myohemoglobin, cytochrome, and cata- 
lase are protein-pyrrole complexes important to basic 
physiologic function. 

Coproporphyrins of type I and III are found nor- 
mally in the urine and stool in small quantities, but 
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are increased in certain toxic states and diseases. 
Type I coproporphyrin is increased in infectious 
hepatitis, cirrhosis (nonalcoholic type), and leukemia 


’ while type III porphyrin excretion increases with 


refractory anemia, poliomyelitis, Hodgkin’s disease, 
and lead or arsenic poisoning.* Protoporphyrin is a 
normal component in the synthesis of heme, but also 
is found in increased quantities in the stool in the 
chronic cutanea tarda form of porphyria during 
remission.!* 

Uroporphyrin is found normally in the urine in 
small amounts (5 to 20 micrograms), but is elevated 
in the symptomatic porphyrias. The type of uropor- 
phyrin present determines the type of clinical syn- 
drome. Uroporphyrin I is found in cases of congeni- 
tal porphyria. Waldenstrom’s uroporphyrin is the 
predominant porphyrin present in the acute inter- 
mittent and mixed types of porphyria and is an 
isomer of uroporphyrin I. 

Porphobilinogen is a monopyrrole present in the 
urine in cases of acute intermittent porphyria and 
in the mixed types, appearing in the latter group 
only in association with the development of symp- 
toms of acute intermittent porphyria.’* Its presence 
is considered diagnostic of porphyria’ and it often is 
excreted with its precursor, delta amino levulinic 
acid.” 

Table 1 summarizes the porphyrias in relation to 
the biochemical abnormalities. 


CLASSIFICATION 


The various classifications of porphyria to be 
found in the literature are summarized in table 2. 
As can be seen readily, the subdivisions are similar, 
the difference in nomenclature serving to confuse 
rather than clarify the problem for discussion. Wat- 
son subdivides on the basis of suspected origin of 
the abnormal porphyrin.1* The congenital variety 
is characterized by excessive quantities of uroporphy- 
rin I in the developing normoblasts of the bone 
marrow suggesting an erythropoietic source. The 


Dr. Joseph T. Painter and his 
co-author, Dr. Edwin J. Morrow, 
presented this paper before the 
Section on Internal Medicine at 
the Texas Medical Association’s 
annual session, April 20, 1959, 
in San Antonio. 


Clinical aspects of porphyria (congenital, acute intermittent, 
and chronic) are reviewed. Five cases of the acute type illus- 
trate the varied symptomatology and clinical findings. Ther- 
apy, emphasizing chelation; is outlined. Results of BAL and/or 
EDTA therapy suggest the value of further trials. 
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abnormal porphyrin associated with porphyria hepa- 
tica is believed to originate in the liver and is sub- 
divided on that basis. Waldenstrom in his recent 
review suggested a slightly different categorizing of 
porphyria based on his belief that acute intermittent 
porphyria is a separate disease entity.'* 


TYPES OF PORPHYRIA 


Congenital Porphyria (Porphyria Erythropoietica) . 
—Congenital porphyria is a rare disease of early 
infancy and childhood inherited as a recessive men- 
delian trait.1 Males are affected twice as frequently 
as females. The basic fault appears to be a defect in 
the synthesis of hemoglobin from porphyrin and 


the amount of porphyrin in the developing normo- 
blasts is excessive.'* 


Symptomatically, patients with this type of por- 
phyria show photosensitivity with skin lesions vary- 
ing from erythema to bullae. Secondary infection 
often leads to extensive scarring and disfigurement 
of exposed parts.1 Associated findings include red 
or lavender teeth, hirsutism, hepatosplenomegaly, 
hemolytic anemia, and red urine. No abdominal 
pain, neurological changes, or mental disturbances 
are found. 

Acute Intermittent Porphyria—Acute intermittent 
porphyria is the most common and important of the 
porphyrias. It is manifested as a mendelian domi- 
nant,! occurs twice as frequently in females as 
males,'* and becomes symptomatic in the 20 to 40 
year age group. 

Clinically, the symptoms fall into a diagnostic 


TABLE 1.—Types of Porphyrias in Relation to 





Biochemistry. 
Uro- Wald. Uro- Porpho- 
Porphyria porphyrin I porphyrin bilinogen 
Congenital xX 0 0 
Acute intermittent 0 X xX 
Chronic 
Cutanea tarda 0 0-X 0-X 
Mixed 0 0-X 0-X 
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Congenital Porphyria erythropoietica 


Porphyria hepatica 


Acute intermittent Acute intermittent porphyria 


Chronic Mixed 
Cutanea tarda Cutanea tarda 
Mixed Acute plus cutanea tarda 





TABLE 2.—Classification of Porphyria. 








triad of abdominal pain, neurological disturbances, 
and psychic changes. Abdominal pain is the present- 
ing symptom in 71 per cent of the cases and occurs 
in 95 per cent of all patients at some time in the 
course of the disease.® Typically, the pain is of col- 
icky type, may be localized or generalized, and often 
is associated with nausea, vomiting, and constipation. 
Diarrhea is seen occasionally, and 1 patient is re- 
ported who had frequent bloody stools.? Abdominal 
examination characteristically shows minimal find- 
ings out of proportion to the degree of severity of 
pain with a soft abdomen without guarding or rigid- 
ity. Slight fever and tachycardia are present frequent- 
ly to compound the difficulty in establishing the 
correct diagnosis.!* Leukocytosis may be present in 
from 10 per cent’? to 50 per cent,® varying from 
10,000 to 31,000 white blood cells per cubic milli- 
meter. Flat plate roentgenograms of the abdomen 
show dilated loops of large and small bowel. The 
multiplicity of surgical explorations carried out on 
many patients by the unwary surgeon attests to the 
misleading nature of the symptoms and findings. 


Neurological involvement ushers in the initial epi- 
sode of porphyria in 50 per cent of the cases* and 
may occur in any part of the nerovus system—cen- 
tral, peripheral, or autonomic. Peripheral neuropathy 
is more frequent, occurring in 71 per cent of the 
cases, while 51 per cent show cranial nerve involve- 
ment. The symptoms may mimic a wide variety of 
conditions including encephalitis, poliomyelitis, poly- 
neuritis, and heavy metal poisoning, and the poten- 
tial severity is emphasized by the 50 to 75 per cent 
mortality noted in one series. The clinical picture 
is bizarre with no pattern, varying from subjective 
muscular weakness to quadriplegia. The symptoms 
may begin anywhere, progress erratically, and re- 
gress rapidly. 

Frequently, aching and tenderness of the muscles 
precede the development of actual paralysis.’* Par- 
alysis is usually of flaccid type and signs of upper 
motor neuron changes are absent.’ Atrophy and 
muscular contractures frequently result from pro- 
longed paralysis, but remarkable spontaneous re- 
development of the musculature has occurred with 
subsidence of the neurological involvement.®: !* Sen- 
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sory changes are absent generally, but slight hypes- 
thesia or paresthesia may occur. Occasionally sensory 
complaints may be severe in the absence of objective 
sensory findings.’ Disturbances of the cranial nerves 
are never seen in the absence of peripheral neurop- 
athy® and may vary from hoarseness due to weakness 
of the vocal cords to respiratory paralysis and death. 
Dysphagia, diplopia, ocular muscle palsies, facial 
palsies, laryngeal palsy, and optic atrophy can appear. 
Convulsions occur in about 10 per cent.!” 

Psychic changes occur in 80 per cent of the cases, 
and nervousness, neurasthenia, or mild hysteria may 
be present for many years preceding the initial acute 
attack. During an attack, irritability, restlessness, 
confusion, delirium, and hallucinations are common. 
Psychiatric diagnoses of depression, schizophrenia, or 
paranoia are made frequently. The demanding resent- 
ful attitude of the patients often makes them diffi- 
cult to manage, and sedatives, especially barbiturates, 
will aggravate the symptomatology. 


Miscellaneous findings associated with acute inter- 
mittent porphyria include hirsutism, high hemo- 
globin levels, hypertension, brown skin pigmentation, 
jaundice, and arthritis. “Pseudo-Addison’s disease” 
with gynecomastia, amenorrhea, pigmentation, weak- 
ness, wasting, and low serum sodium and chloride 
levels has been described.* 


Additional laboratory abnormalities associated with 
the acute episode of porphyria include the finding 
of dark urine in 70 per cent, porphobilinogen posi- 
tive on random urinalysis in 80 per cent, and tran- 
sient elevation of the blood urea nitrogen. Also in- 
cluded are normal to nonspecific ST-T wave 
changes on the electrocardiogram, normal to slight 
elevation of the protein in the spinal fluid, and signs 
of regenerating peripheral nerves on electromyo- 
graphic studies.® The isomer of uroporphyrin I is 
isolated in most cases. 


H. W. M., a 38 year old white woman, was first seen 
in 1954 with a history of rheumatoid arthritis of several 
years’ duration, muscular aching in the left leg associated 
with generalized weakness for 7 months, and progressive 
weakness, atrophy, arid foot drop of the left leg. Additional 
history revealed the presence of recurrent severe vague 
abdominal pain with multiple abdominal operations, ques- 
tionable port-wine urine, and aggravation of her pain by 
medication. 

Examination showed marked atrophy of the muscles of 
the lower extremities predominantly involving the left leg 
and foot with complete paralysis of all motions of the 
foot and leg. Also there was marked weakness of movement 
of the ham-string and quadriceps muscles. The ankle jerks 
were absent. All laboratory studies were essentially normal. 
The initial quantitative uroporphyrin was recorded as 70 
mg. in 24 hours. Following “loading” with phenobarbital, 
the uroporphyrins rose to 195 mg. in 24 hours. Known 
aggravating drugs were eliminated without essential change. 
Her condition continued to show gradual deterioration, and 
by 1956 she had noted increased photophobia, recurrent 
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vertigo, progressive generalized muscular weakness with 
tremor of the head and tongue, and marked nervousness. 
By February, 1958, the patient had been bedridden for 


_ 18 months. On February 10, she was started on British 


Anti-lewisite (BAL) therapy and received a total dose of 
3,000 mg. Mild local reaction at the injection site and 
fever were noted as side reactions. On completion of her 
course, she felt stronger and was able to get out of bed, 
walking with crutches. Progress was slow but improvement 
continued, and by March 27, she had begun to show move- 
ment of the toes of the left foot for the first time in 4 
years, associated with disappearance of photophobia and 
tremor. She progressively discarded the crutches and leg 
braces and her improvement was maintained until May, 
when she again noted weakness returning. She was given 
intravenous calcium Versenate (EDTA) for a total dosage 
of 20 Gm., followed by a flareup in abdominal pain. The 
recrudescence of her symptoms subsided over a 2 week 
period, and she has continued to improve, now performing 
her household duties and living a normal active life. 


This case exemplifies the type in which the neuro- 
logical picture predominates, but recurrent abdominal 
pain, multiple abdominal scars, and question of port- 
wine urine aroused suspicion of acute intermittent 
porphyria. “Loading” with phenobarbital precipitated 
a mild flareup and resulted in confirmatory rise in 
the uroporphyrin level. The use of an aggravating 
drug may be helpful in establishing the diagnosis 
during remission, but is not without danger. The 
remarkable recovery following BAL and EDTA ther- 
apy was rapid and more complete than anticipated 
on the basis of previous reports. Spontaneous remis- 
sion always must be kept in mind but, while pos- 
sible, seems unlikely. 


H. F. D., a 55 year old white woman, noted the sudden 
onset of progressive subjective weakness and numbness of 
the left hand associated with weakness of the left leg in 
April, 1956. Clinical evaluation was normal as were the 
results of lumbar puncture, electroencephalogram, and 
roentgenograms of the skull and lumbosacral spine. She 
was presumed to have had a cerebral vascular occlusion, 
but the subjective symptoms slowly progressed to involve 
the right leg. Reevaluation was normal in June, but myelo- 
graphic studies were refused. Her symptoms continued with 
increasing muscular weakness without atrophy, but with 
ataxia. In August and November myelographic studies of 
the spinal cord were negative. 

The muscular weakness, paresthesias, and ataxia slowly 
progressed with difficulty in sphincter control and muscular 
aching. By April, 1957, she was confined to a wheel chair 
and a diagnosis of atypical primary lateral sclerosis was 
made. Repeat cervical myelograms in 1957 were again nor- 
mal. Subsequently, she noted slow regression of her symp- 
toms of weakness and ataxia, but developed vague abdomi- 
nal pain, severe burning of the soles of both feet, and a 
wide stance gait. Careful neurological examination showed 
slight muscular weakness without atrophy in both legs, 
positive Rhomberg’s test, and no objective sensory change. 
Reevaluation in 1958 was unchanged, but a history of ques- 
tionable port-wine urine was obtained. Porphobilinogen 
tests were positive, and she received BAL therapy for a 
total of 1,650 mg. with gradual subsidence of her ataxic 
gait associated with a return to normal of the Rhomberg’s 
test and decrease in the paresthesia. BAL has been con- 
tinued on a regular dosage schedule of 150 mg. twice a 
week with minimal improvement. 
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Bizarre neurological symptoms with delayed ob- 
jective findings again clouded the diagnosis, and 
the multiple diagnostic measures employed for dem- 
onstration of any underlying neurological disorder 
were consistently negative. The possibility of por- 
phyria was suspected because of similar cases, and 
careful questioning revealed suggestive port-wine 
urine on occasion. Porphobilinogen was positive on 
multiple examinations but unfortunately never when 
a 24 hour collection for quantitative uroporphyrin 
determination was attempted. The regression of the 
neurological symptoms was accelerated following 


BAL therapy and has been sustained on a decreasing 
basis. 


W. F. D., a 58 year old white man, noted onset of 
recurrent, sudden sharp, severe stabbing, momentary pains 
in either or both legs for 15 years. The pain was aggra- 
vated by cold weather, infection, and occasionally by heavy 
lifting, associated with transient hypersensitivity of the skin 
during the pain and spontaneously subsiding over a period 
of a few hours to several days. The patient received osteo- 
pathic adjustment for many years because of “slipped disk” 
without benefit. The episodes of pain continued to occur at 
4 to 8 month intervals with complete incapacitation for the 
duration of pain. 


He was seen initially on November 27, 1954, for medical 
evaluation following negative orthopedic examination for 
herniated disk. No history of excessive alcohol intake, ex- 
posure to known neurotoxins, prior herpes zoster, anemia, 
dietary deficiency, or dark urine was obtained. Symtoms of 
gastric hyperacidity and a history of prior duodenal ulcer 
were elicited. No other abdominal symtoms were evident. 
Physical findings were limited to grade I arteriosclerotic 
funduscopic changes, bilateral superficial varicosities of both 
lower extremities with hyperpigmentation of the right 
ankle, and absent pedal pulses on the left. Careful neuro- 
logical examination revealed hyperactive ankle jerks bilater- 
ally and decreased sensation over the right midthigh antero- 
laterally. Laboratory studies including complete blood count, 
urinalysis, fasting blood sugar tests, and total serum pro- 
tein determination were normal. Spinal fluid examination 
was negative. 


It was thought that the patient had peripheral neuritis of 
undetermined type, perhaps on the basis of peripheral 
arteriosclerosis. He received treatment with vasodilators, 
supplemental vitamins, and parenteral vitamin Bi injections 
without appreciable benefit. In September and October, 
1955, the intensity of the pain increased so that it was 
necessary to hospitalize the patient for control of his pain. 
In September, 1956, during an episode of neuritis, a por- 
phobilinogen test of the urine was positive, and the 24 hour 
uroporphyrin level was found to be 300 mg. With the diag- 
nosis of porphyria, barbiturates which were included as 
part of the program for control of his hyperacidity were 
eliminated with reduction in the frequency of pains. Con- 
tinuous oral Thorazine administration seemed further to 
enhance control of his pain. He noted occasional mild pains, 
usually relieved by parenteral Thorazine. In September, 
1958, a course of BAL therapy was instituted, but was dis- 
continued because of severe systemic reaction to the drug 
after 900 mg. had been given. One episode of moderately 
severe pain has occurred subsequently in association with an 
upper respiratory infection. Use of EDTA and/or BAL in 
smaller dosage is contemplated. 
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The bizarre recurrent nature of the pain, the ab- 
sence of significant neurological findings, and the 
demands of the patient for relief cast doubt upon 
the actual presence of any disease entity until the 
diagnosis of porphyria was established. Actually, the 
presence of severe subjective symptoms and the ab- 
sence of objective findings is characteristic of por- 
phyria. The absence of abdominal pain, red urine, 
and failure of progressive neurological change while 
under observation led to the delay in suspecting por- 
phyria and points out the need for the addition of 
porphyria to the long list of causes of peripheral 
neuritis. In retrospect, the increased severity of pain 
in this patient in 1955 correlated with the admin- 
istration of barbiturates as an adjunct to the treat- 
ment of gastric hyperacidity. This emphasizes that 
aggravation of abdominal pain or neurological symp- 
toms coincident with the administration of known 
precipitating factors should arouse suspicion of por- 
phyria. The positive porphobilinogen test was ob- 
tained at the height of an acute episode but has been 
negative on four subsequent occasions underscoring 
the transient appearance of porphobilinogen in some 
cases. The failure of significant response to BAL 
therapy probably is related to the low dosage ad- 
ministered although the frequency of his attacks may 
diminish in the future. 


A. E. S., a 44 year old white man, noted the onset of 
recurrent episodes of marked nervousness and generalized 
muscular weakness in 1952 associated with intermittent 
severe cramping abdominal pains, distention, nausea, vomit- 
ing, constipation, and fever. Each episode occurred without 
known cause, was accompanied by dark urine, and spon- 
taneously subsided in 4 to 6 weeks. Repeated studies failed 
to demonstrate any etiological factor. In 1956 and 1957 
confusion and hallucination accompanied the weakness. On 
October 27, 1958, the patient was hospitalized in the 
psychiatric division with abdominal pain and depression 
resulting from cancerphobia. A complete laboratory workup. 
was normal as were roentgenograms of the gastrointestinal 
tract. 


An acute episode of strangulated hemorrhoids complicated 
his course, and hemorrhoidectomy was done uneventfully 
on November 6, 1958. Barbiturates were administered both 
preoperatively and postoperatively for sedation and a sulfa 
derivative was used for antibiotic prophylaxis. On the third 
postoperative day he noted a recurrence of generalized 
muscular weakness associated with abdominal pain. The 
weakness progressed with development of patchy paralysis 
followed by flaccid quadriplegia, confusion, hallucinations, 
hoarseness, and dysphagia. Urine examination for porpho- 
bilinogen was positive, and administration of BAL was 
begun with gradual arrest of the bulbar symptoms and slow 
improvement. EDTA was administered in serial courses with 
slow resolution of laryngeal and pharyngeal weakness and 
gradual return of muscular movement of the legs and arms. 
Marked muscular atrophy occurred during the interim 
despite intensive physiotherapy. Fugther improvement fol- 
lowed intravenous adrenocorticotrophic hormone (ACTH) 
administration, but the patient remains an invalid. 


The classic triad of recurrent abdominal pain, neu- 
rological changes, and psychic abnormality associated 
with port-wine urine presented a typical picture of 
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acute intermittent porphyria. Precipitation of an 
acute exacerbation by known aggravating factors 
again was noted. The response to chelation therapy 
was not dramatic, and it is difficult to determine 
whether the reversal of the deteriorating neurological 
picture resulted from therapy or was spontaneous. 


T. H. C, a 67 year old white man, was first seen in 
1955 with homologous serum jaundice resulting from 
multiple transfusions given for a refractory anemia of un- 
determined cause present since 1953. Initial physical exam- 
ination showed marked obesity, jaundice, enlarged tender 
liver and pedal edema, and moderate generalized arterio- 
sclerosis. Laboratory studies showed moderate normocytic 
normochromic anemia with low reticulocyte count and liver 
function tests indicative of hepatocellular jaundice. Con- 
servative management resulted in gradual subsidence of 
the jaundice and a return to normal of the liver function 
tests. Despite repeated transfusions and steroids, his blood 
count gradually diminished to levels of 5 to 6 Gm. of 
hemoglobin per 100 cc. Bone marrow studies showed eryth- 
roid hyperplasia without abnormal cells. Radioactive iron 
studies indicated that iron was deposited in the bone mar- 
row, but was not being incorporated into the blood cells 
released into the general circulation. Transfusions were con- 
tinued. 

In 1956 the anemia was evaluated by Dr. William Dame- 
shek. While. under study at Boston, the patient noted in- 
creasing generalized muscular weakness associated with 
atrophy of peripheral muscle groups, principally in the 
hands, associated with generalized diminished vibratory 
sense, absent knee jerks, and positive ankle jerks. Subacute 
combined degeneration was considered as the cause for his 
neurological picture and DiGuglielmo’s disease was sus- 
pected to be the origin of the anemia. Splenectomy was 
performed with a marked rise in the patient’s platelet count, 
but no significant change in the anemia. His condition con- 
tinued to deteriorate with persistent anemia, progressive 
weakness, increasing muscle atrophy, and changing neuro- 
logical findings. 

Upon his return to Houston, the bizarre neurological 
picture suggested the possibility of porphyria, and porpho- 
bilinogen tests on the urine were strongly positive. Belated 
questioning revealed port-wine urine but no atypical ab- 
dominal pain or skin disorder. His course was rapidly 
downhill with termination on April 29, 1957. 


Patchy muscular atrophy, sensory changes, and 
changing neurologic picture without evident cause 
frequently are the sole manifestations of porphyria. 
The anemia is interesting because of the tendency 
toward high hemoglobin level in most cases of acute 
intermittent porphyria and because of the normal 
presence of protoporphyrin as the essential entity 
in the formation of the hemoglobin molecule. From 
the results of the radioactive studies demonstrating 
failure of incorporation of the radioactive iron into 
the matured red blood cell, speculation as to the 
possibility of interference in hemoglobin synthesis 
by the abnormal porphyrin is warranted. Granick 
and Vanden Schrieck have pointed out that porpho- 
bilinogen is a precursor of protoporphyrin and that 
partial block above the porphobilinogen step in the 
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formation of protoporphyrin would prevent a normal 
amount of heme from forming.” 

Chronic (Mixed ).—The chronic form of porphyria 
is manifested by the development of photosensitivity 
of the skin with or without the associated symptoms 
of acute intermittent porphyria. Clinically evident 
hepatic disease is common to all cases and precedes 
the appearance of the skin lesions.* The skin disorder 
is milder and less deforming than the bullae found 
in congenital porphyria and develops following ex- 
posure to sunlight, heat, or trauma. Intense pigmenta- 
tion and hypertrichosis of the face commonly are 
seen,!? and examination of the skin under ultraviolet 
light sometimes reveals the red fluorescence of the 
porphyrin.* 

Two types of chronic porphyria have been de- 
scribed. The more common group occurs in alco- 
holics with frank cirrhosis who note the onset of 
symptoms in the fourth to sixth decade. The second 
smaller group consists of nonalcoholics in whom 
symptoms appear either early or late in life. The 
early appearance of photosensitivity after puberty 
is believed to be due to an inborn error of metabo- 
lism in which large quantities of protoporphyrin are 
excreted through the bile.’? If liver function becomes 
deranged, jaundice and elevation of the alkaline phos- 
phatase develop. Also, symptoms of dermatitis and 
acute intermittent porphyria may appear with con- 
current excretion of porphobilinogen.’* The late on- 
set type occurs as a direct result of severe liver disease 
in the 40 to 60 year age group as a result of hepatic 
decompensation other than alcoholism and is associ- 
ated with the picture of acute intermittent porphyria 
only when porphobilinogen and uroporphyrin are 
excreted in the urine. The same uroporphyrins are 
found as in acute intermittent porphyria.” 


DIAGNOSIS 


The diagnosis of porphyria rests largely upon an 
alertness to its possibility. 

Congenital porphyria is extremely rare but classical 
in appearance, offering little difficulty in recognition. 

Acute intermittent porphyria on the other hand 
is a complex, variable condition capable of masquer- 
ading in many forms. The association of the triad 
of abdominal pain, peripheral neuropathy, and psy- 
chic change is well known. When present in com- 
bination, it calls to mind the possibility of porphyria. 
Abdominal colic without significant findings on 
examination, the presence of multiple abdominal 
scars, and port-wine urine are likewise well recog- 
nized. But cases may be overlooked because the dark 
urine is not mentioned or observed by the patient or 
the urine may be of normal color until left standing 
or exposed to sunlight. 

The neurological changes are less well emphasized 


815 





PORPHYRIA — Painter & Morrow — continued 


as common presenting symptoms of this type of 
porphyria. Suspicion should be aroused by the pres- 
ence of unexplained peripheral neuropathy (espe- 
cially if the severity is out of proportion to the 
objective findings), bizarre changing neurological 
abnormalities of the lower motor neuron type, and 
acute progressive nervous system disease in the ab- 
sence of significant spinal fluid alterations. Mental 
disturbances precede and accompany the other mani- 
festations of this disease, and all cases of hysteria, 
neuroasthenia, and severe psychoneurosis should re- 
ceive screening tests. 

The mixed group of porphyrias should be consid- 
ered when photosensitivity and/or symptoms of acute 
intermittent porphyria develop in the presence of 
frank hepatic disease. 

Ultimately, the diagnosis rests upon the detection 
of porphobilinogen and/or excessive uroporphyrin in 
the urine. The simplicity of the Watson-Schwartz 
reaction for porphobilinogen deserves emphasis. The 
test can be readily performed on routine urine speci- 
mens as an office procedure and is highly accurate. 
Occasional positive reactions have occurred in associ- 
ation with liver disease, malignancy, and nervous 
system disease, but latent porphyria has not been 
excluded as the cause of such reactions.’® Further- 
more, it is well recognized that porphobilinogen may 
be present as the only urinary abnormality. 1° 1° 15 
Or, it may be preceded or followed by excessive uro- 
porphyrin at some point in the course of the disease 
on long-term follow-up examinations.’ Demonstra- 
tion of abnormal uroporphyrinuria by quantitative 
analysis also confirms the diagnosis. 


As many patients with acute intermittent porphyria 
produce uroporphyrins and porphobilinogen only 
during a short period associated with an attack, care 
must be taken to collect the urine specimen at the 
height of the exacerbation. A negative test for either 
substance will not exclude the disease if the urine is 
taken during remission. Precipitating factors may be 
utilized to bring out a latent tendency where por- 
phyria is suspected, but their use is not without 
hazard. 


TREATMENT 


There is no specific therapy for porphyria. Many 
agents have been used in an attempt to induce con- 
trol or improvement when progressive disease is 
present, but the great variability of this entity with 
its spontaneous remissions and exacerbations makes 
evaluation of any therapy difficult. 


Factors associated with apparent precipitation of 
acute episodes of porphyria are listed in table 3 and 
should be eliminated as soon as the diagnosis is 
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suspected: barbiturates, sulfonamides, alcohol, am- 
phetamine, chloroquin, sedormid, acetanilid, nitro- 
benzol, solvents, oil based paints, heavy metals, and 
sun bathing. Pregnancy has been thought to be an 
aggravating factor in the past,® but probably does 
not affect the course. Peters noted that cortisone 
administration occasionally was followed by rapid 
deterioration and suggested its use be suspended.® 
Therapy in congenital porphyria consists of pro- 
tection from sunlight and of transfusions for anemia. 
Splenectomy may help control hemolysis and may 
result in prompt and’ marked, although transient, 
reduction in the formation of porphyrin.® 
Treatment of acute intermittent porphyria is sum- 
marized in table 4. The importance of adequate hy- 
dration to counteract the oliguria and azotemia fre- 
quently seen in the acute attack is stressed by Wal- 
denstrom,!” and the electrolyte imbalance resulting 
from protracted vomiting must be regulated. Control 
of pain is mandatory but often difficult. Opiates, 
Demerol, intravenous procaine, intravenous calcium, 
or intravenous magnesium sulfate have all been util- 
ized with varying success. Ganglionic blocking agents 
such as tetraethyl ammonium chloride are frequently 
beneficial in the problem case and are useful espe- 
cially in relief of the pains of peripheral neuropathy.* 
Thorazine has proven effective in pain control as 
well as in tranquilizing the disturbed patient. Addi- 
tional sedation may be obtained in the psychotic 
phase by the administration of paraldehyde, chloral 


TABLE 3.—Precipitating Factors in Porphyria. 


Drugs Heavy Metals 
Barbiturates Zinc 
Sulfonamides Arsenic 
Sedormid Lead 
Chloroquin Sun bathing 
Amphetamine Surgical proced- 
? Cortisone ? ures 
Acetanilid ? Pregnancy ? 
Nitrobenzol 


Miscellaneous 
Alcohol 
Solvents 
Oil based paints 





TABLE 4.—Treatment of Porphyria. 


Avoid precipitating factors 
Maintain fluid and electrolyte balance 
Control pain 
Demerol, morphine sulfate, codeine 
Intravenous procaine 
Intravenous calcium 
Intravenous magnesium sulfate 
Tetraethyl ammonium chloride 
Thorazine 
Sedation 
Chloral hydrate 
Paraldehyde 
Frenquel 
ACTH or cortisone 
Chelating agents 
‘BAL 
EDTA 
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hydrate, or Frenquel. The use of ACTH in critically 
ill patients has been advocated with variable results, 
at times seeming to accelerate the process, at others 
producing a remarkable remission.*: ® Watson noted 
that remissions may follow ACTH in apparently 
hopeless progressive cases and recommended that 
all critically ill patients deserve a trial of ACTH." 

The reports of Peters and others® 1° indicating 
favorable results following the use of chelating agents 
has aroused interest in this new approach. Based on 
the rationale that the metabolic abnormality present 
in porphyria may be caused by an enzymatic block 
in the biosynthesis of porphyrin due to the presence 
of an excess of a heavy metal (notably zinc) BAL 
(2-3 dimercaptopropanol) and/or EDTA (disodium 
calcium ethylene diamine tetra-acetate) were utilized. 
Prompt improvement was noted in 14 of 21 cases 
and equivocal response in an additional 4 cases. 
Elevated urinary zinc excretion was found in 8 of 9 
cases studied, and the level prior to chelation cor- 
related well with the severity of the disease whereas 
the amounts of uroporphyrin, porphobilinogen, or 
delta amino levulinic acid did not.4° BAL was ad- 
ministered intramuscularly in doses ranging from 
50 to 1,200 mg. daily and was thought to be more 
rapidly effective than EDTA. EDTA was given in- 
travenously in 2 to 5 day courses of 2.5 to 5 Gm. 
daily and was used preferentially where a history of 
lead exposure was elicited. 

The management of the mixed type of porphyria 
is based primarily upon treatment of the underlying 
liver disease with supportive therapy and avoidance 
of hepatotoxins supplemented by protection from 
sunlight, heat, and trauma. If the liver disturbance is 
correctable, photosensitivity and symptoms of acute 
intermittent porphyria may disappear. An example 
is a case cited by Waldenstrom in which an aberrant 
liver adenoma was removed with cessation of symp- 
toms and disappearance of abnormal uroporphyrins.!* 


RESULTS OF CHELATION 


Four of the 5 cases reported received BAL with or 
without adjunctive EDTA therapy. Two showed 
definite improvement—1 dramatically; 1 had equiv- 
ocal results with slight improvement; and 1 did not 
receive a full course of treatment and could not be 
fully evaluated. 


Tables 5 and 6 summarize these results and com- 
pare them with those of Peters and others.1° 


The known lability of the symptoms and signs 
of porphyria makes interpretation of the effective- 
ness of any form of therapy difficult. As the total 
number of reported cases receiving chelation remains 
small, no definite conclusions can be reached without 
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- H.W.M. BAL & EDTA...Marked improvement 


TABLE 5.—Results of Therapy in Present Cases of 
Porphyria. 


Case Drugs Used Results 


H.F.D. ESS <3) AG 1s ware. ois Improvement 

A.E.S. BAL & EDTA... Slight improvement 

ee Me. bn ts No change (inadequate dose) 
TABLE 6.—Summary of Results of Chelation in Porphyria. 


Series Improved Equivocal Unchanged Worse Total 





Peters and 

and others” ..14 4 2 1 21 
Present ..... z 1 1 0 4 
i ee 16 5 3 1 25 





further trials. However, the clinical impression of a 
favorable response following their use and the im- 
provement noted in approximately 64 per cent of 


the cases suggests benefit and deserves further in- 
vestigation. 


SUMMARY 


The clinical aspects of porphyria have been re- 
viewed. Five cases of acute intermittent porphyria 
have been presented to illustrate the varied sympto- 
matology and clinical findings to which the physician 
must be alerted in order to suspect the diagnosis. 
General points of therapy have been outlined with 
emphasis on the use of chelation as an addition to 
the limited treatment now available. The results of 
BAL and/or EDTA administration in 4 of the 5 cases 
were reported and deserve careful consideration, as 
the clinical impression of benefit suggests further 
trials are indicated. 
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ABSTRACT OF DISCUSSION 


Dr. JOHN J. BUNTING, Houston: In 1947, I recognized 
my first case of porphyria in Houston. The Department of 
Biochemistry at Baylor University College of Medicine 
proved it by laboriously demonstrating Uroporphyrins in 
the urine by Photo-Spectrometric study, and I have been 
looking for another one ever since. 


I am certain that the incidence of this peculiar inborn 
error of metabolism is much higher than currently believed, 
as I am sure many diagnoses are missed and patients die 
oblivious of the nature of their disease. As has been stated, 
and in need of emphasis, an alertness to its possibilities is 
the first important step in diagnosis. 


In my opinion, the most important advance made in the 
study of this disease over the past decade is the Porphobili- 
nogen (Watson-Schwartz) test of the urine. The detection 
of this important colorless chromagen is no more difficult 
to run than the familiar Van den Bergh test. I believe this 
test should be as routine as the leukocyte count, urinalysis, 
and serum amylase, for instance, in any difficult “surgical” 
abdomen. This is important particularly if there are one or 
more scars and the belly is soft and the agonizing paroxysm 
of pain is out of proportion to the physical findings. 

It goes without saying, also, that this test should be 
almost the first laboratory procedure for any bizarre, or 
even an ordinary disorder of the nervous system, muscles, or 
psyche. To my mind it ranks as important as the increasing- 
ly popular electroencephalogram. The colorless porphobili- 
nogen turns to a pretty port-wine porphobilin on standing, 
so the physician out of contact with a laboratory need often 
merely wait and watch the urine darken. 

The porphyrins are so widespread in the plant and ani- 
mal world that it is really surprising that derangements of 
such systems are not far more prevalent. The blue eggshell 
of the robin, the dark line down the back of the earthworm, 
the butterfly wing are mere examples. For instance, the 
basic pigment of chlorophyll is actinoporphyrin, that of 
hemoglobin is protoporphyrin. The porphyrins are also 
vital components of such vital enzyme systems as the cyto- 
chromes and catalases. In this oil-rich state of ours, it is 
interesting that porphyrins have been found in fossil fecal- 
iths and vanadium porphyrin complexes in petroleum de- 
posits, and they may be concerned, therefore, with the basis 
of aerobic, mammalian life. Much of our petroleum must 
be derived from the compressed bodies of myriads of sea 
squirts. 

For physicians interested in the history of medicine, 
Gunther described the first case of congenital porphyria in 
1911, Hans Fischer in Munich isolated the uroporphyrins 
and coproporphyrins in 1915, and we owe Waldenstrom 
in Sweden and Watson and Schwartz in America credit for 
most of our knowledge of this disease since. 

Autopsy findings are somewhat disappointing, the clin- 
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ically similar cases frequently displaying dissimilar patho- 
logical anatomy, varying from mild cirrhosis to hemosiderin- 
like deposition, periarteritis, and fibrinoid necrosis. 

I recommend that the clinical classification be kept in 
mind to avoid confusion, namely: (1) congenital, (2) 
acute intermittent, and (3) chronic or mixed. I am sure 
Dr. Watson feels that his classification is the best, but it 
must be borne in mind that his “hepatica” and “erythro- 
poietica” terms are not definitely proven. By the same 
token, to me, Dr. Waldenstrom’s is a bit too cumbersome. 

Bedeviled with this disease, these patients go from doc- 
tor to doctor seeking a diagnosis. They are resentful, iras- 
cible, unpredictable, vituperative, violent in temper, like 
Katherine, in Shakespeare's “Taming of the Shrew.” 

Dr. Kark suggests the term termagantism, derived from 
the Mohammedan word for “devil,” a woman of turbulent 
character, peevish, whining, hysterical, troublesome, difficult 
to nurse. 

The second and next big advance in our concepts of this 
disease is the judicious use of the chelating agent, EDTA. 
I will predict that this agent will find its therapeutic place 
in many other disease states that might well involve inter- 
mediary metabolism. 


As physicians know, ethylene diamine tetra-acetic acid is 
a polyamine carboxylic acid, and forms water-soluble, rela- 
tively non-ionizing chelates with polyvalent cations. It has 
been shown to cause marked increases in the excretion of 
the heavy metals without (and this is the important item) 
the usual toxicity associated with reaction of the metal on 
the body tissues during mobilization and excretion. Lead 
and cadmium are prime examples, and if continued success 
of EDTA with porphyria is forthcoming, then the impor- 
tance of a heavy metal such as zinc in the enzymatic bio- 
synthesis of porphyrins seems implicated and justified. 

Chelation is the name given to the reaction between a 
polyvalent metal ion and a suitable compound, known in 
this context as a ligand, to form single or multiple internal- 
ring structures incorporating the metal ion. 

EDTA can powerfully bind body calcium and produce 
hypocalcemic tetany, particularly if administered rapidly, 
so I am pleased to see these authors employed the calcium 
salt of EDTA therapy, thus eliminating this hazard. 

In that porphyria is a chronic, more or less static dis- 
order, even with remissions and exacerbations, only time 
will tell how often and how much EDTA therapy will have 
to be rendered to produce any lasting benefit of value. 





Dentistry Sees Changes in Future 


As the American Dental Association observes its one 
hundredth aniversary this year, it predicts changes in den- 
tistry that can be expected in the future. 

Emphasis will shift from repair and rehabilitation to 
prevention, the dentists say, and new techniques and equip- 
ment (such as a drill operating at from 50,000 to 250,000 
rpm instead of the conventional 4,500 to 6,000 rpm) will 
reduce the pain and discomfort associated with dental care. 

Research and experimentation now under way lead the 
American Dental Association to predict (1) remineralizing 
agents to be applied to the teeth routinely to repair weak- 
ened enamel before cavities can get a start, (2) effective 
antienzyme agents which will prevent dental decay, (3) 
new filling materials which stimulate formation of second- 
ary dentin and help ward off future dental decay, (4) gen- 
eral use of a panoramic x-ray with which pictures of a 
complete mouth can be made on a single film. 
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Present Approach 


To. Chemotherapy 
Of Neoplastic 


Disease in Children 


WATARU W. SUTOW, M.D. 


Houston, Texas 


HE GRIM EVIDENCE that malignant disease 

in children is indeed a major medical problem 
comes from various tables of vital statistics. Mortality 
figures such as those published by the Vital Statistics 
Bureau for the United States spell out year after year 
the toll of the deadly cancer menace. Table 1 sum- 
marizes part of the 1956 data.1* 


TABLE 1.—United States Death Rates, 1956, by Age and 
Cause of Death. (Deaths per 100,000 population) 
Cause of Death 1-4 yr. 5-14 yr. 
All causes , 110.4 46.9 
Accidents . 31.1 19.9 
Influenza and pneumonia. . 15.4 2.3 
Congenital malformation 13.2 2.8 
Leukemia and neoplasms. . . IL. 7.1 
Infections (combined) 2.6 


After National Office of Vital Statistics (U. $. Depart- 
ment of Health, Education, and Welfare, Public Health 
Service): Vital Statistics of United States, 1956, Washing- 
ton, D. C., U. S. Printing Office, 1958. 


Leukemia and malignant neoplasms stand indicted 
as the leading medical causes of death in the age 
group 1 through 14 years. More deaths are attributed 
to cancer than to any other disease category in the 
5 through 14 year age group. Even when the death 
rates from various infectious diseases such as tuber- 
culosis, meningococcal infections, poliomyelitis, mea- 
sles, scarlet fever, meningitides, and whooping cough 
are combined, the sum does not exceed the death 
rate from cancer. Of all children 1 through 14 years 
of age who die of disease, about 1 in 6 die of can- 
cer. Of all children who die of cancer, roughly one- 
half are in the 1 through 4 year age group, one- 
fourth in the 5 through 9 year age group, and one- 
fourth in the 10 through 14 year age group. 

What kinds of malignant disease occur in infancy 
and childhood? While incidence figures vary con- 
siderably from source to source, an estimate of the 
relative frequencies of various tumor types can be 
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obtained from a compilation of reported data such 
as that shown in table 2. 


TABLE 2.—Relative Frequencies of Types of Malignancies 
in Childhood.® * *° 


% of Total 
Leukemia 33 
Lymphomas .... 8 
Bone tumors ... , 14 
Soft tissue sarcoma. ‘ 12 
Neuroblastoma . ogi 10 
Wilms’ tumor ache 7 
Others ... 16 


100 


A clear-cut disparity in tumor spectrum and an- 
atomic distribution from those seen in the adult 
cancer population is apparent immediately. The an- 
atomic sites most commonly involved in childhood 
malignancies are the hematopoietic-lymphatic system, 
kidneys, the nervous system (under which neuro- 
blastoma is included), bone, and the somatic soft 
tissues. 


PRINCIPLES OF MANAGEMENT 


In the management of children with cancer, the 
definitive, so-called conventional therapy is divided, 
at the present time, into three major components: 
surgery, radiation, and chemotherapy. These modali- 
ties are used singly, sequentially, or concomitantly. 
The objectives of cancer therapy, regardless of meth- 
od, can be classified as curative, palliative, adjunctive, 
and preventive.” 


Curative surgical procedures, for example, are in- 
tended to remove all neoplastic tissues present. Ob- 
viously, this is best accomplished when the tumor is 
small and localized and the surgical procedure ra- 
tionally aggressive. Palliative surgical procedures in- 


Dr. Wataru W. Sutow, associ- 
ate pediatrician, University of 
Texas M. D. Anderson Hospital 
and Tumor Institute, and chair- 
man, Acute Leukemia Section, 
Southwest Cancer Chemother- 
apy Study Group, presented this 
paper to the Section on Pedi- 
atrics at the annual session of 
the Texas Medical Association, 
April 21, 1959, in San Antonio. 


Leukemia and malignant neoplasms are the leading medical 
causes of death in the 1 through 14 years age group. Con- 
ventional therapy is divided into surgery, radiation, and chemo- 
therapy used singly, sequentially, or concomitantly. The Pedi- 
atric Section of the Southwest Cancer Chemotherapy Study 


Group is engaged in a study of chemotherapy in acute leu- 
kemia of childhood. 
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clude the removal of the primary lesion in the pres- 
ence of metastases and the partial or total resection 
of metastases—generally to relieve the effects of 
complications. Operative procedures may be consid- 
ered adjunctive when complete or partial extirpation 
of a cancerous part is combined with postoperative 
radiation.® Or surgical approach may be adjunctive 
in another sense when perfusion with drugs is car- 
ried out in a surgically isolated portion of the body.® 
Surgical’ excisions of lesions with known malignant 
propensities would be preventive in purpose. Radia- 
tion therapy, too, can be similarly classified in terms 
of the objectives for which it is applied to the 
patient.® 

In spite of increasing use of chemotherapy,*: ®: 1° 17 
drugs have not produced cures in patients with can- 
cers. At best, drugs provide only brief periods of 
palliation for the patient in the course of some 
malignant tumors. The scope of drug therapy is being 
expanded to some extent through such developments 
as the drug perfusion techniques previously men- 
tioned. The potentialities of the adjunctive use of 
drugs in association with radiation now are being 
explored.':'® TEM used with radiotherapy, for ex- 
ample, has produced good clinical results.‘* Actino- 
mycin D seemingly has potentiated the clinical 
response of some tumors to radiation.*: 15 The use 
of drugs to alter radiosensitivity of neoplastic tissues 
or to decrease the systemic toxicity of ionizing radia- 
tion on normal tissues is being actively investigat- 
ed.*: 12 

In terms of the objectives of therapy and in 
relation to the types of malignant neoplasms seen in 
children, how is the therapeutic approach determined 
in individual patients? The current clinical attitudes 
have been summarized in table 3. 


In the therapy of children with acute leukemia, 
the use of drugs and hormones constitutes the most 
effective approach.*: 17 ACTH, adrenocortical hor- 
mones, and the antimetabolites, 6-MP and Metho- 
trexate, are used routinely. Even though no cures are 
produced, successive remissions can be induced and 


TABLE 3.—Choice of Therapy in Childhood Cancer. 


a Therapy oo 


Surgery Radiation Drugs 

Acute leukemia O P Cc 
Lymphoma A/C C/A P 
Ewing's sarcoma Pp Cc a eee 
Osteogenic sarcoma e Oo P (?) 
Neuroblastoma G A P 
Wilms’ tumor Cc A P 
Soft tissue sarcoma Cc A/C P 
Brain tumors Cc A/C P (?) 

O = not used C = choice 

A = adjunctive P = palliative 








maintained for variable periods of time. Children are 
kept clinically comfortable during significant portions 
of the course of the disease. Statistically, the average 
survival period of these children has been prolonged.* 
Intrathecally injected Methotrexate has proved to be 
an effective procedure in alleviating the signs and 
symptoms caused by leukemic infiltration into the 
brain and meninges.'® 71,2? Surgical procedures are 
of no direct value in acute leukemia. Radiation, 
however, provides palliative benefit in certain spe- 
cial situations. Severe persistent bone pain from leu- 
kemic involvement of the skeleton responds to care- 
fully applied radiation. Radiotherapy directed to the 
head relieves the systemic sequelae of the central 
nervous system complications of acute leukemia.'® 

Radiation is the treatment of choice in patients 
with malignant lymphomas. Aggressive therapy is 
given when the involvement is local or regional. 
Palliative therapy is given to selected, usually symp- 
tomatic sites, when the involvement is generalized. 
When the disease is well localized, surgical extirpa- 
tion of the tumor and surrounding tissues is carried 
out first. The area is then treated with radiation. 
Alkylating agents do provide symptomatic relief and 
brief remissions in patients with generalized lymph- 
omas. During the leukemic phase in the course of 
lymphosarcoma, antileukemic drugs often are useful. 
In mediastinal disease with compression of nearby 
structures, alkylating agents are given initially to pro- 
vide rapid relief. This is followed by treatment with 
radiation. 


In most patients with Ewing's sarcoma, radiation 
consistently produces satisfactory, though temporary, 
therapeutic effects. Occasional cures have been re- 
ported. Surgical amputation is performed only in 
those children with advanced disease when relief 
of pain or removal of a useless, tumorous limb is 
considered necessary. Drugs are not effective in 
Ewing's sarcoma. 


Osteogenic sarcoma is a radioresistant tumor. Sur- 
gical amputation offers the only chance for cure— 
the only means for prolonged palliation. As in 
Ewing’s sarcoma, available drugs do not affect this 
neoplasm. 

The conventional primary treatment of children 
with neuroblastoma and Wilms’ tumor is either 
surgical resection alone or resection followed by ra- 
diation. Occasionally drugs will provide temporary 
palliation in children with widely disseminated dis- 
ease. Actinomycin D, for example, has produced sig- 
nificant changes in the course of metastatic Wilms’ 
tumor.®: 18 

In children with brain tumors and sarcomas of 
the soft tissues, surgical approach and radiation are 
used, either separately or together, depending upon 
the anatomic site of the tumor and its histologic 
characteristics. 
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NATIONAL CANCER 
CHEMOTHERAPY PROGRAM 


In 1955, the National Cancer Chemotherapy Pro- 
gram was inaugurated. Supported by congressional 
appropriations, the program combined the activities 
of the National Cancer Institute, the Food and Drug 
Administration, the Veterans Administration, the 
Atomic Energy Commission, the American Cancer 
Society, and the Damon Runyon Fund for Cancer 
Research. Participation of the chemical and pharma- 
ceutical industries in the program was coordinated 
through an industrial subcommittee. The major effort 
of the program is directed toward the screening of 
chemicals and natural products for anticancer prop- 
erties. The selected compounds are then channeled 
into definitive clinical trials.’ On the clinical front 
of this massive offensive against cancer, there were, 
in 1958, some 165 hospital services that were organ- 
ized into about 20 voluntary cooperative groups, 
studying more than 40 different chemotherapeutic 
drugs in approximately 1,800 patients.” 

In the present state of development of cancer ther- 
apy, this type of concerted, programed, applied clin- 
ical research is considered desirable for several 
reasons. In the first place, currently available chemo- 
therapeutic agents possess only marginal activity 
against cancer. They are not curative. The valid de- 
termination of relative effectiveness of such drugs 
therefore requires studies on numerically adequate 
patient material. The patient totals for any specific 
type of cancer is small in any single hospital or in- 
stitution. This is particularly true with childhood 
cancer. Pooling of data becomes absolutely necessary 
to provide rapid evaluation. Second, meaningful an- 
alysis of clinical data requires statistically acceptable 
prospective methodology in which standardization of 
techniques of therapy and observation is basic. A uni- 
form protocol minimizes biases introduced by tem- 
poral and geographic displacement of various studies. 
Third, most of the chemotherapeutic agents are new, 
pharmacologically potent, expensive, and often lim- 
ited in supply. The need to concentrate efforts in 
areas where most information can be accumulated in 
the shortest time is obvious. 


Participation of the pediatricians of Texas and 
the southwestern geographical area in the national 
program is represented by the Pediatric Section of 
the Southwest Cancer Chemotherapy Study Group. 
The Pediatric Section of the group is composed of 
staff members of the following hospitals and aca- 
demic institutions: three University of Texas divi- 
sions, M. D. Anderson Hospital and Tumor Institute, 
Houston; the Medical Branch, Galveston; and South- 
western Medical School, Dallas; Baylor University 
College of Medicine, Houston; Tulane University 
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College of Medicine, New Orleans; University of 
Arkansas Medical Center, Little Rock; University of 
Oklahoma Medical Center, Oklahoma City; and 


‘United States Air Force Hospital (Lackland Air 


Force Base), San Antonio. 


At present, the section is actively engaged in a 
cooperative study of chemotherapy in acute leukemia 
of childhood. This particular protocol was designed to 
compare the effectiveness of two different steroid 
hormones in patients with acute leukemia and to 
evaluate the nature of subsequent responses to anti- 
metabolite therapy. In addition, complete documenta- 
tion of clinical details in each case is carried out to 
provide data for eventual clarification of the natural 
course of the disease under therapy. Since the activa- 
tion of the protocol in June, 1958, there have been 
78 children with acute leukemia seen by the group. 
Of these, 33 children were enrolled in the definitive 
study. A second protocol for a cooperative study by 
the section is being completed now. The new study 
will be concerned with the comparative evaluation 
of various newer agents in the therapy of malignant 
lymphomas and solid tumors in children. It is antici- 
pated that data obtained from such studies will con- 
tribute toward more definitive understanding of the 
merits and deficiencies of our present treatment 
modalities in the management of cancer of childhood. 

Finally, it is hoped that through these cooperative 
efforts, there will be brought to Texas and the 
neighboring areas, additional means of tackling, with 


a more positive attitude, the appallingly formidable 
problems of clinical cancer in children. 
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Poliomyelitis 
In Texas 


Result of Virus and Blood 
Studies on 1958 Cases 


J. V. IRONS, Sc.D. and 
JAMES E. PEAVY, M.D., M.P.H. 


Austin, Texas 


ISSUE CULTURE techniques®® have greatly 

simplified the laboratory diagnostic methodology 
for poliomyelitis and made it possible to apply diag- 
nostic tests on a scale impossible only a few years 
ago. However, each of the laboratory tests has its 
shortcomings. The problems are increased when the 
laboratory worker and the physician interested in 
diagnosis find it difficult to communicate with each 
other, and laboratory specimens must be shipped a 
distance. In the following study, some observations 
growing out of efforts to assist Texas physicians in 
the laboratory diagnosis of enterovirus infections, 
particularly poliovirus, by means of tissue culture or 
complement fixation tests’ are briefly discussed. The 
comparative results of study of stool cultures and 
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complement fixation tests on suspected cases of 
poliomyelitis are given. 


METHODS 


Stool Culture-—Two unpreserved stool specimens 
were sought early in the illness of each patient, but 
a second stool frequently was not obtained, and the 
specimen sometimes was not obtained early in-the 
illness. Stools were sought on wet or dry ice;xbut 
specimens which were not received in the chilled or 
frozen state were not excluded unless there was a 
considerable delay in their reaching the laboratory. 
Specimens were treated with a mixture of penicillin 
and streptomycin and subjected.to high speed cen- 
trifugation in a standard procedure, before the inocu- 
lation of two tubes of HeLa and monkey kidney 
(Mk) cell cultures. Cultures showing a cytopatho- 
genic effect were identified in a serum-virus neu- 
tralization procedure with type specific poliovirus 
antiserums. Other enteroviruses were typed as avail- 
able typing serums permitted. 

Complement Fixation Test—A pair of serums for 
this test was sought at 2 week intervals on each pa- 
tient. This was not always accomplished. A modified 
Kolmer, quantitative complement fixation procedure 
with overnight ice box fixation was used. Homemade 
antigens or more often antigens of types I, Il, and 
III polioviruses kindly supplied by the Communicable 
Disease Center Laboratories, Chamblee, Ga., were 
used. All reagents were used in .25 ml. amounts in 
a standard procedure, as for other viral disease tests.* 
Positive and negative serum controls were included 
in each series of tests. Results could be duplicated 
without significant variation in results. Whenever 
possible, paired or serial blood samples from the 
same person were tested simultaneously. Significance 
was accorded fourfold or greater titer increases, or 
1:32 or higher titers without significant titer increase 
on convalescent specimens. 


Other Data—Age, sex, Salk vaccination history, 
date of onset of illness, and other pertinent data were 
sought on each case. 


J. V. Irons, Sc.D. is director of 
Laboratories; his co-author, di- 
rector of the Communicable 
Disease Division, State Depart- 
ment of Health. The paper was 
presented for the Section on 
Public Health at the Texas 
Medical Association annual ses- 
sion April 21, 1959, in San 
Antonio. 


Laboratory tests for identification of enteroviruses were run 
in several hundred cases of suspected poliomyelitis. Results 
with tissue culture of stools and complement fixation tests 
are compared. 
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RESULTS 


The clinical data on these cases were fragmentary 
and incomplete, but a majority of patients were hos- 
pitalized children. Most of the requests included or 
were limited to poliomyelitis tests. A poliovirus was 
cultured from one or more stools of 131 of 530 cases 
of suspected enterovirus infection. The majority were 
nonparalytic cases. The finding of other enteroviruses 
and failure to find a poliovirus suggested that many 
cases of suspected nonparalytic poliomyelitis were 
Echo or coxsackie infections. The abundance of 
enteroviruses is shown in table 1 excluding a few 
unidentified viruses. Aseptic, lymphocytic, or viral 
meningitis was mentioned frequently in cases from 
which coxsackie or Echo viruses were cultured, Echo 
9, coxsackie A9, B2, and BS viruses each were cul- 
tured from at least 1 stool of a paralyzed patient. 
Although a poliovirus was not found, the possibility 
of mixed infection was not excluded. Unfortunately, 
serological studies were not done in these cases. 


TABLE 1.—Distribution of Enteroviruses Cultured from 
Stools or Nasopharyngeal Specimens in 53Q- Cases. 


Poliovirus Coxsackie A 
Type I: 111 Type A9: 4 
Type II: 3 Other: 17 ~ 
Type Ill: 17 Echo 

Coxsackie B Type 4: 1 


Type B2: 19 Type 6: 1 
Type BS: 21 Type 9: 20 


In applying the complement fixation test with ser- 
ums from suspected poliomyelitis cases, Salk vaccina- 
tion appeared not to influence the findings very 
much. However, the great majority of patients had 
not received Salk vaccine or at least had not com- 
pleted the recommended series of doses. Heterotypic 
titers were encountered occasionally but usually were 


much weaker than the homotypic titers, as shown in 
table 2. 


The comparative results of poliovirus stool cul- 
tures and complement fixation tests on specimens 
from 227 suspected cases are shown in table 3. Both 
paralytic and nonparalytic cases are included. Eleven 


TABLE 2.—Results of Complement Fixation Tests for 
_. Poliomyelitis on Type 1 Cases in Two Families. 


Days After Onset 


Cases _ Illness Type 1 Type 2 Type 3 


AB 4 1:4(2+) 1:4(—) 1:4(2+) 
20 BS te 1:4(—) 1:8(3+) 

3 1:4(—) 1:4(—) 1:4(—) 
19 1:16(3+) 1:4(—) 1:4(2+) 

4 1:4(+) 1:4(—) 1:4(—) 

21 1:64(3+) 1:4(3+) 1:4(+) 
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TABLE 3.—Comparative Value of Stool Culture and Serum 
Complement Fixation Test in Confirmation of Diagnosis of 
Poliomyelitis. 


No. of Cases Poliovirus Type on 
Studied by Both Poliovirus Typeon Basis of Complement 
Techniques Basis of Stool Culture Fixation Test 


I II Ill I II Ill 
227 53 2 3 56 3 4 


type I, 1 type II, and 2 type III infections were con- 
firmed by the complement fixation test but showed 
negative stool culture. On the other hand, 8 type I 
and 1 type III infections were confirmed by stool 
culture but failed to show a confirmatory comple- 
ment fixation reaction. The apparent slight advan- 
tage of the complement fixation procedure is not 
statistically significant. The predominance of type I 
poliovirus infections is clearly suggested, both in 
tables 1 and 3. The comparative value of culture of 
stool, nasopharyngeal, and spinal fluid specimens as 
source of virus was investigated. It was obvious that 
spinal fluid was least valuable, particularly for polio- 
virus. The only exception to general superiority of 
stool culture was a single culture of Echo 9 virus 
from a nasopharyngeal swab 5 days before a negative 
stool culture. 

The possible value of testing 2 stool specimens 
also was investigated. The interval between collec- 
tion of 2 specimens rarely exceeded a week; yet, if 
the virus was missed in either of the specimens, the 
second usually was at fault. Hence, the collection of 
an early stool specimen appeared to be important. 


DISCUSSION 


Although the laboratory diagnostic tests for polio- 
myelitis have made possible their application on a 
large scale, these tests are relatively difficult, expen- 
sive, and time consuming. The application of specific 
laboratory tests useful in the differential diagnosis of 
poliomyelitis, coxsackie, and Echo, and other viral 
diseases is even more difficult. Full cooperation be- 
tween the virus laboratory and the physician is re- 
quired for good results. Either blood tests or virus 
culture and identification are feasible in the study of 
polioviruses, but the former are much less applicable 
for other enteroviruses. In the present study the re- 
sults with compliment fixation tests on paired serums 
and stool cultures for polioviruses were comparable; 
in addition, each test supplemented the other. Pre- 
sumably, the complement fixation test could have 
been made more sensitive by testing a third serum 
in some instances. Stool culture generally proved 
superior to culture of nasopharyngeal or spinal fluid 
specimens for detection of enteroviruses. Further- 
more, culture of a second or third stool should have 
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POLIOMYELITIS — Irons & Peavy — continued 


increased the sensitivity of this test, although the 
evidence for this was not very convincing. By the 
use of the plaque technique, more mixed infections 
perhaps would have been detected.? These procedures 
would have added to the expense of performing the 
tests and in some instances would have further de- 
layed the reports. It was of interest in that Salk vac- 


cination appeared not to interfere much with the 
application of these tests. 


The suggestion that viruses other than polioviruses 
occasionally cause residual paralysis resembling that 
of poliomyelitis has been made by others.* The prev- 
alence of Echo type 9 and coxsackie B2 and B5 
infections indicated that these viruses were widely 
distributed as a cause of minor illness. Outbreaks due 
to Echo type 9 virus and characterized either by 
aseptic meningitis, rubelliform rash, or both have 
been reported by numerous others.* Outbreaks of 
aseptic meningitis due to coxsackie BS virus seldom 
had been recognized until 1956 when several out- 


breaks occurred in Minnesota,® Iowa, and nearby 
states.! 







SUMMARY 


HeLa and monkey kidney (Mk) cell cultures were 
utilized for detection and identification of entero- 
viruses. Polioviruses I and III, Echo 9, and coxsackie 
B2 and BS5 viruses were found most often. 

The complement fixation and tissue culture identi- 
fication tests showed comparable results in confirma- 
tion of poliomyelitis, but the latter were not appli- 


cable to the recognition of coxsackie and Echo virus 
infections. 


Stool cultures generally were superior to naso- 


pharyngeal and spinal fluid cultures for identification 
of enteroviruses. 


We wish to acknowledge the technical assistance of Mrs. 
Thelma D. Sullivan in performance of complement fixation 
tests and Mrs. Alice Conklin in performance of tissue cul- 
ture virus identification tests. 


REFERENCES 


1. Chin, T. D.; Greene, J. C.; and Wenner, H. A.: Infections 
with Coxsackie Virus BS in Six Midwestern States, Pub. Health Rep. 
73:563-567 (June) 1958. 

2. Dulbecco, R., and Vogt, M.: Plaque Formation‘ and Isolation 
of Pure Lines with Poliomyelitis Viruses, J. Exper. Med. 99:167-182 
(Feb.) 1954. 

3. Kibrick, S., and Enders, J. F.: Disease due to Echo Virus 
Type 9 in Massachusetts, 1958, New England J. Med. 259:482-484 
(Sept. 4) 1958. 

4. Ranzenhofer, E. R.; Dizon, F. C.; Lipton, M. M.; and Steig- 
man, A. J.: Brief Recording: Clinical Paralytic Poliomyelitis due to 
Coxsackie Virus Group A, Type 7, New England J. Med. 259:182 
(July 24) 1958. 

5. Robbins, F. C.; Enders, J. F.; and Weller, T. H.: Cytopatho- 
genic Effect of Poliomyelitis Viruses in vitro on Human Embryonic 
Tissues, Proc. Soc. Exper. Biol. & Med. 75:370-374 (Nov.) 1950. 





824 


6. Scherer, W. F.; Syverton, J. T.; and Gey, G. O.: Studies on 
Propagation in vitro of Poliomyelitis Viruses; Viral Multiplication in 
Stable Strain of Human Malignant Epithelial Cells (Strain HeLa) 
Derived from Epidermoid Carcinoma of Cervix, J. Exper. Med. 
97:695-710 (May) 1953. 

7. Schmidt, N. J., and Lennette, E. H.: Complement Fixation 
Test for Poliomyelitis, J. Exper. Med. 102:133-150 (Aug.) 1955. 

8. Sullivan, T. D.; Irons, J. V.; and Sigel, M. M.: Outbreak of 
St. Louis Encephalitis in Lower Rio Grande Valley in 1954; Lab- 
oratory Aspects, Pub. Health Rep. 72:526-530 (June) 1957. 

9. Syverton, J. T., and Others: Outbreak of Aseptic Meningitis 
Caused by Coxsackie B5 Virus; Laboratory, Clinical, and Epidemio- 
logic Study, J.A.M.A. 164:2015-2019 (Aug. 31) 1957. 


® Drs. Irons and Peavy, State Department of Health, 
Austin. 


Lateral Ankle 
Ligament 
Reconstruction 


LOUIS J. LEVY, M.D. 


Fort Worth, Texas 


HE ANKLE is the most commonly injured 
major joint in athletics. In football, baseball, bas- 
ketball, and track, the ankle is subjected to a variety 
of twists and strains, resulting in sprains, stretching, or 
tearing of the ligaments of the ankle, occasional sub- 
luxation or even dislocation of the joint, and frac- 
tures. Fortunately, most of the ankle injuries are 
minor, but many are more serious than is initially 
realized. Eversion or abduction injuries of the ankle 
may result in fracture of the fibula or medial mal- 
leolus, or both, but rarely cause any isolated damage 
to the very tough deltoid ligament. These injuries, 
therefore, do not come within the scope of this paper. 
The type of injury most pertinent in a discussion 
of injuries to the ankle ligaments involves inversion 
or adduction of the ankle. This may be a pure in- 
version mechanism or may be inversion associated 
with either hyperflexion or hyperextension of the 
ankle. The injury incurred on forced inversion of 
the ankle involves primarily the lateral supporting 
ligaments. The capsule of the ankle itself is so weak 
as practically to bear no mention whatsoever. The 
main lateral support of the ankle comes from the 
actual shape of the ankle mortise, plus the reinforc- 
ing element provided by the lateral ligaments arising 
from the lower end of the fibula and fanning out 
into the anterior, middle, and posterior divisions, at- 
taching to the astragalus and -os calcis. 


In simple strains, the injury apparently is a matter 
of stretching or partial tearing of portions of the 
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LIGAMENT RECONSTRUCTION — Levy — continued 


lateral ligament complex. This gives rise to the clin- 
ical picture we associate with the term “ankle sprain,” 
in which there is lateral swelling and tenderness, 
muscle spasm and splinting, pain on motion or on 
inversion movements, but no actual ankle instability. 


This is the type of injury that responds well to 
supportive taping to prevent further adduction, fol- 
lowed by subsequent physical therapy measures to 
absorb inflammatory exudate and restore normal 
ankle mobility, muscle length, tone, and strength. 
The period of time formerly required for absorption 
and removal of hematoma and exudate has been re- 
duced by the use of the new enzyme drugs such as 
Parenzyme or Chymar. 


The most important part in the treatment of any 
athletic injury is the prevention of the injury in 
the first place. One cannot overemphasize the impor- 
tance of the proper use of ankle taping prophylac- 
tically. The recognition of the importance and 
common usage of such support undoubtedly results 
in the prevention of many ankle injuries. Once a 
sprained ankle has occurred, it must be remembered 
that it requires 3 weeks for basic ligament healing 
to occur, and 5 or 6 weeks before maximum recov- 
ery of ligament strength. In the more severe injuries, 
it will take even longer before complete restoration 
of joint movement and muscle strength and control 
are attained. 


If the inverting action is more forceful, a complete 
tearing of the fibular collateral ligament occurs, al- 
lowing subluxation of the ankle joint, or an actual 
rocking of the astragulus in the ankle mortise (fig. 
1). This type of injury is usually indicated clinically 
by more pain and swelling in the ankle area, and 
certainly with more muscle spasm in the peroneals 
than in a simple strain. The patient himself is fre- 
quently conscious of the lack of stability in the 
ankle joint, and this can be readily demonstrated by 
taking mortise roentgenograms with the foot held 
strongly inverted. It is usually not necessary to give 


Dr. Louis J. Levy of Fort Worth 
presented this paper before the 
Texas Association of Athletic 
Team Physicians, April 20, in 
San Antonio. 


When ankle injuries occur in athletics, prompt and ade- 
quate treatment should be given. In spite of such treatment, 
often an ankle instability with recurring sprain develops. How- 
ever, in such cases a high percentage of satisfactory results 
have been obtained with Watson-Jones type of lateral liga- 
ment reconstruction at the ankle. 
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Fig. 1a and b. Regular anteroposterior and lateral ankle 
views following sprain, showing no bony abnormality. 

c. Anteroposterior view of the same ankle, while 
holding the foot inverted, shows definite rocking of the 
astragulus in the mortise, indicating complete tear of 
the lateral ligaments. 


the patient an anesthetic or block the peroneal nerve 
with novocaine to demonstrate this. Even in the acute 
case of this type, the pain and spasm are usually not 
sufficient to prevent definite visualization of tilting 
of the ankle mortise in roentgenograms taken with 
the foot held forcibly inverted. 

Recently it has been recommended that in cases of 
complete rupture of these ligaments, initial surgical 
repair should be done in an effort to rehabilitate 


' these patients more completely and more quickly.’ 


The treatment program at the Fort Worth Bone and 
Joint Clinic, however, has been more conservative 
in that we use plaster immobilization in these cases 
for 6 weeks with the foot at right angles to the 
leg, and everted slightly. After removal of the cast, 
the regular physical therapy measures are continued 
and the ankle is supported with an elastic or corset- 
stayed anklet. 

Occasionally we see patients who have had injuries 
of this type several months or several years previ- 
ously that were treated either with inadequate taping 
or merely elastic bandage support, and in which the 
proper strength, integrity, and tautness of the liga- 
ments was never fully restored. These patients retain 
a rocking and instability of the ankle mortise, pre- 
disposing them to repeated ankle sprains and a defi- 
nite subjective sensation of weakness and lack of 
dependability in the ankles (fig. 2). 

Normally, the roentgenogram of an ankle joint 
with the foot in forced inversion should show prac- 
tically no angulation between the superior surface 
of the astragulus and the lower surface of the tibia. 
If the patient is having chronic ankle sprains due to 
relaxation of the lateral ligaments, and shows less 
than 10 degrees of rocking of the astragalus in the 
mortise, it is worth while to try conservative meas- 
ures consisting of a well fitted corset-stayed lacer 
anklet to be worn constantly, except when bathing, 
over a period of several months. This is supplemented 
with exercises designed to eliminate any heel cord 
tightness, restore full range of dorsiflexion and plan- 
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tar flexion to the ankle, and strengthen the evertor 
group of muscles. In patients showing more than 
10 degrees of rocking of the astragalus, or in those 
with lesser degrees of rocking who have not re- 
sponded to conservative measures, the Watson- 


Jones type of lateral ankle ligament reconstruction 
offers excellent prognosis.* 


In this procedure, a long “J” incisidn is made on 
the lateral aspect of the ankle, exposing the peroneal 
tendons, the lower end of the fibula, and the sinus 
tarsi, along with the lateral part of the neck of the 
astragalus. The peroneus brevis is separated from its 
muscle belly fairly high in the wound, and the muscle 
of the peroneus brevis is sutured to the peroneus 
longus tendon. The peroneus brevis is then passed 
transversely through a drill hole in the lower end 
of the fibula, passed vertically through a drill hole in 
the neck of the astragalus, and passed back through 
a drill hole in the tip of the lateral malleolus, where 
it is then sutured to itself. Prior to making the final 
suture, the transplanted tendon is drawn taut, while 
the foot is held in an everted position. Since the 
tendon has not been detached distally, the lower end 


Fig. 2a. Forced inversion and eversion films of an ankle 
following sprain, and indicating no ligament laxity. 

b. Films of the same ankle 1 year later showing defi- 
nite rocking of the astragulus in the ankle mortise, fol- 
lowing repeated injury. This patient subsequently re- 
quired lateral ligament reconstruction. 
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of the tendon serves to prevent inversion movements 
of the ankle, and the portion that is transposed 
through the neck of the astragulus blocks the antero- 
posterior laxity which is present in these injuries. 


In many of these injuries that result in instability, 
in spite of treatment, the frayed ends of the torn 
fibular collateral ligament are found to be caught 
between the articular surfaces of the lateral aspect of 
the astragalus and the lateral malleolus, leaving ab- 
normal masses of fibrous tissue in this location (fig. 
3). Many of the injuries are also accompanied by 
small avulsion fractures of cartilage, bone, or both, 
from the adjacent surfaces which remain between the 


Fig. 3. The arrow points to an irregular shadow, indi- 
cating loose body and debris resulting from previous 
ankle sprains. 


Fig. 4a. Roentgenogram of an unstable ankle, showing 
marked tilting of the astragulus in the ankle mortise. 

b. Forced inversion film following Watson-Jones re- 
construction of the lateral ligaments, showing no tilting 
of the astragulus. 
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lateral malleolus and the astragulus, giving rise to 
symptoms at that point. It is important to investi- 
gate this area, therefore, when doing a Watson-Jones 
reconstruction, so that a thorough debridement of the 
lateral part of the ankle mortise can be carried out 
before the tendon transplant is done. 


Following reconstruction of the ankle ligaments, 
the foot and leg are immobilized in plaster over a 
period of 6 weeks, after which the gradual resump- 
tion of activity and physical therapy measures to 
restore motion and strength are indicated. In most 
instances this will result in a stable, dependable 
ankle that will resist effectively the shocks imposed 
upon it on resumption of strenuous athletic endeavors 
(fig. 4). 

Mullins and Sallis? have expressed the belief that 
a large number of so-called recurrent sprains of the 
ankle joint are due to diastasis of the distal tibio- 
fibular joint. They have pointed out that in taking 
inversion roentgenograms to test for rocking of the 
astragulus in the mortise, one finds some cases of 
chronic recurrent sprain in which there is no actual 
rocking of the astragalus in the mortise, but rather a 
separation that occurs at the distal tibiofibular joint. 
It is necessary to make this distinction before doing 
a surgical reconstruction, since a case with diastasis 
of this type would require fixation of the distal tibio- 
fibular joint with a transverse screw rather than the 
ligament reconstruction and tendon transplants. I 
have not encountered this type of involvement in 
my series, but obviously it is important to keep it in 
mind. 


O’Donoghue® has pointed out that repeated dorsi- 
flexion injuries to the ankle will result in a spur 
forming on the lower anterior aspect of the tibia, 
and a corresponding spur on the dorsal aspect of the 
neck of the astragulus (fig. 5). This results in “kiss- 
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Fig. 5. Partially retouched photograph showing ‘’kissing 
spurs’”’ at the lower anterior edge of the tibia and cor- 
responding surface on the dorsum of the neck of the 
astragulus. 
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ing spurs” that can give rise to considerable discom- 
fort. Since the ankle must be in a dorsiflexed position 
when the player is in a squatting or crouched posi- 


‘tion, the spurs on the astragulus and tibia impinge 


sufficiently to cause pain in the anterior aspect of the 
ankle, and interfere with normal motion and func- 
tion. These spurs may be present separately or in 
conjunction with torn lateral ligaments in the ankle. 
The treatment for them is surgical excision, and the 
results following such surgery are gratifying. 


SUMMARY 


It is important to try to prevent ankle injuries in 
athletes, but when they do occur, prompt and ade- 
quate treatment should be given. In the cases that 
develop an ankle instability with recurring sprain, 
in spite of such treatment, it is reassuring to note 
the high percentage of satisfactory results obtained 
with the Watson-Jones type of lateral ligament re- 
construction at the ankle. 
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Osteopathic Group Votes 
To Remain Apart from Medicine 


The American Osteopathic Association voted at its an- 
nual meeting in Chicago recently to remain apart from 
organized medicine and to maintain a separate and complete 
school of practice. 

At the same time, however, the House of Delegates voted 
to continue its conference committee to discuss interprofes- 
sional affairs with the American Medical Association. 

The actions were in response to an AMA policy statement 
adopted at its June meeting, which included a proviso that 
permits physicians to teach students in an osteopathic col- 
lege in the process of being converted into an approved 
medical school under the supervision of the AMA Council 
on Medical Education and Hospitals. 

Abandonment of the six osteopathic colleges is too great 
a price to pay for acceptance, Dr. George W. Northrup, 
Morristown, N. J., retiring president of the association, 
declared. Far too many people believe that osteopathic pro- 
fession wants to be absorbed into the AMA, Dr. Northrup 
said. This misconception has affected the entire future of 
osteopathy and jeopardized the status of our educational 
program, he said. Dr. Northrup commented that his pro- 
fession wants to maintain a separate but equal status with 
organized medicine. 





827 





Pseudoparasitism 
Caused by Larval 
Lepidopterans 


LEROY J. OLSON, Ph.D.; 
JAMES H. THOMAS, and 
ADAM EWERT 


Galveston, Texas 


URING THE FIRST 2 weeks of April, 1959, 

a Galveston mother reported that on three oc- 
casions she had observed many wormlike organisms 
crawling in her child’s diapers. These organisms were 
seen only in the morning while changing the child’s 
overnight diapers. The mother was extremely con- 
cerned and sought medical advice. 


One of us (JT) while on preceptorship examined 
the child and found him to be asymptomatic. A 
diaper containing these organisms showed approxi- 
mately 200 active larvae 1 to 2 mm. in length, of 
dark coloration, with numerous body bristles, and 
with both thoracic and abdominal appendages. These 
organisms were identified as a species of insect larvae 
belonging to a family of moths (Order Lepidoptera, 
Family Noctuidae). 

Certain species in this family frequently oviposit 
their eggs on laundry placed outside for drying. The 
eggs hatch in a few days and first stage larvae 
emerge which are obligate plant feeders and are con- 
sidered as harmless to animals or cloth.’ 

Further investigation indicated that moths were 
depositing their eggs on this child’s diapers and that 
the combination of body heat, moisture, and time 
between collection of diapers from the clothesline 
and removal from the child after an overnight sleep 
was adequate to explain the hatching and presence 
of these larvae in the diapers. 

True parasitism with larval lepidopterans rarely, 


Leroy J. Olson, Ph.D. and his co-authors, James H. 
Thomas, senior medical student when the paper was pre- 
pared, and Adam Ewert, graduate student, submitted this 
article from the Department of Microbiology at the Uni- 
versity of Texas Medical Branch. 
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if ever, occurs as contrasted with the serious infesta- 
tions caused by larval dipterans (myiasis) and other 
insect larvae which may invade the genitourinary and 
gastrointestinal tracts and dermal tissues of man. 


Wormlike organisms observed in a child’s diapers proved 
to be harmless larval lepidopterans. Moths were depositing 
their eggs on the diapers, and true parasitism was not 
present. 





















































Fig. 1. Larval lepidopterans hatched overnight in a 
child’s diapers. 
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3 in 1,000 Have Cerebral Palsy 


About 3 in every 1,000 Americans have cerebral palsy, 
according to the August issue of Patterns of Disease, a 
Parke, Davis and Company publication for the medical 
profession. The disease ranks below two other neurological 
disorders—epilepsy and Parkinson’s syndrome—but occurs 
more often than multiple sclerosis and twice as often as 
muscular dystrophy. Over 500,000 persons in this country 
are afflicted by cerebral palsy. However, according to Pat- 
terns, “the classification is very broad and may include 
disorders arising from brain lesions from any. cause includ- 
ing cerebral hemorrhage in the aged.” 
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An Unusual Aspect 
Of Lead Poisoning 


W. J. GREEN, M.D. 
Dallas, Texas 


MAN WHO developed various musculoskeletal 

complaints, including an effusion of the left 
knee, after chronic exposure to lead was treated suc- 
cessfully with intravenous Versenate. There is no 
previous report on this aspect of chronic lead expos- 
ure in the literature, and therefore a report of the 
case seems appropriate. 


CASE REPORT 


A 48 year old white man consulted me on March 17, 
1958, with the complaint of swelling in both knees which 
had started 4 weeks prior to that date. The swelling in the 
right knee disappeared, but the swelling in the left one 
persisted. He denied any type of injury to his knees, either 
old or new. He stated that he had generalized tightness in 
his joints over his body, and he could not kick his legs 
well as they felt stiff to him. He had no nausea, vomiting, 
abdominal pain, constipation, diarrhea, malaise, fever, or 
fatigue. His job was in the shipping department of a stor- 


age battery company which involved minimal exposure to 
lead. 


HISTORY 


This man was treated by me for lead poisoning on 
October 26, 1956. At that time he had joint aches, but 
there was no swelling of knee joints. There was no com- 
plication and convalescence was complete. The treatment 
consisted of intravenous and oral Versenate (Calcium Di- 
sodium Versenate—Riker Company). At that time he was 
transferred permanently to essentially lead free work. He 
had been treated for lead poisoning approximately 5 times 
prior to the treatment in 1956. The first episode was 9 
years before. In the past history of this man there was no 
serious illness or disease, and he had had no surgery. 


He worked as an auto mechanic for 7 years, from the 
age of 14 years. Following this he did cotton mill work for 
the next 16 years. It was at this time that he began working 
for a storage battery company. 


His mother was 97 years old and in good health. His 
father died at the age of 42 years with acute appendicitis. 
He had 3 sisters and 1 brother, all of whom were in good 
health. All of his children were also in good health. There 
was no history of arthritic, bone, or joint disease in the 
family. 

A complete review of symptoms was done on this man 
when I was consulted because of the swollen knee. The 
review was completely noncontributory. All of the likely 
causes for the arthropathy were examined in regard to him, 
and there were none which could be linked to his case. 
Therefore, a complete work-up was in order to rule out any 
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‘causes which were not readily apparent by physical exam- 
ination. 


' PHYSICAL EXAMINATION 


The examination revealed a well nourished and developed 
stocky white man who appeared robust and in good health. 
His weight was 194 pounds. The blood pressure was 
124/76 mm. of mercury. His skin was normal. The sclera 
of his eyes were clear and the pupils were round, regular, 
and equal bilaterally and reacted to light and accommoda- 
tion. The extra ocular muscles were intact bilaterally. The 
fundi appeared normal bilaterally. His vision was 20/20 
bilaterally. The tympanic membranes of his ears were nor- 
mal. There was no disease of the external auditory canals 
and there were no abnormalities. There were no tophi or 
deposits in the external pinna. Oral hygiene was poor. 
There was no lead line present in his mouth. The thyroid 
was not enlarged on palpation, and there were no enlarged 
cervical nodes. 

The cardiac rhythm was regular; there were no murmurs 
or rubs. The lung fields were clear bilaterally to ausculta- 
tion and percussion. The liver, kidney, and spleen were not 
felt. There were no masses or enlarged organs palpable. 
His genitalia were those of a normally developed white 
male. There was a small greenish discoloration in the skin 
of the right medial elbow. However, neither elbow was 
swollen. The left knee was diffusely swollen with limita- 
tion of motion on flexion and extension. The skin was 
normal in color. There was no local heat in this joint. Nor 
was there sign of injury either old or recent. The remainder 
of the left leg, including the ankle and foot, was not swol- 
len. The right knee was normal on examination with no 
swelling present. He had no swelling in the fingers, hands, 
or wrists. There were no arthritic nodes on the fingers, and 
there was no sign of arthritis in the hands or in the feet. 
There were no subcutaneous nodules or nodes present. The 
sensorium was clear and cranial nerves were intact. The 
cerebellar tests were normal while the Rhomberg test was 
negative. There was no Babinski sign elicited. The deep 
tendon reflexes were normal, and peripheral sensation was 


normal. There was no foot drop, wrist drop, or dystrophy 
present. 


LABORATORY RESULTS 


Laboratory studies demonstrated the following: Stippled 
cell count was 0.2 per cent; hemoglobin, 12.5 Gm. per 100 
cc.; red blood count, 3,850,000; white blood count, 8,400 


Dr. W. J. Green is in general 
and industrial practice associ- 
ated with the Southwest Clinic 
Association in Dallas. 


A case of a patient who was chronically exposed to lead 
and had various musculoskeletal complaints including an 
effusion of one knee is given. Intravenous Versenate was given 
for 5 days. Serial blood and urine specimens demonstrated the 


discharge of lead from his body stores as he symptomatically 
improved. 
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LEAD POISONING — Green — continued 






per cubic millimeter with 60 per cent segmented neutro- 
phils, 39 per cent lymphocytes, and 1 per cent monocytes. 
The sedimentation rate was 19 mm. per hour (Wintrobe). 
Urine specific gravity was 1.014; there was no albumen or 
sugar; centrifuged sediment was normal. Blood calcium was 
9.8 mg. per 100 cc., phosphorus 3.2 mg. per 100 cc., and 
uric acid 2.7 mg.“per'100 cc. Kline and VDRL tests for 
syphilis were negative. Gram stain, acid fast smear, tuber- 
culosis culture, and routine cultures of knee fluid were all 
negative. Roentgenographs showed the left knee and chest 
essentially normal. 

On March 17 a laboratory work-up was started as just 
indicated. An elastic support was applied to the patient's 
knee at that time. On March 28 under sterile conditions 
and local anesthesia, 55 cc. of yellow straw colored, some- 
what thick fluid was aspirated from the left knee. The 
fluid was examined thoroughly by laboratory studies, which 
included a lead analysis. All of these studies are given in 
the laboratory report and in table 1. On April 1, it was 
noted that the fluid was reaccumulating in the left knee. 
The elastic support was continued, and it was recommended 
to his‘employer that he be given a job where he would be 
sitting ‘down ‘quite a bit while working. The swelling per- 
sisted in a small amount and on April 8 the support was 
removed to see what the knee fluid would do with no 
support whatsoever. A small amount of fluid continued 
to be present. 


TABLE 1.—Blood and Urine Levels of Lead Obtained W hile 
the Patient Was Given Versenate Intravenously. 


Urine Blood Knee Fluid 
Spectro- Spectro- 
scope Dithizone scope Dithizone 


Date mg. Pb/L. mg. Pb/_ mg. Pb/ mg. Pb/ mg. Pb/ 
100 Gm. 100 Gm. 100 Gm. 100 Gm. 


3-28-58 0.06 0.05 0.02 
4-14-58 1.4* 0.04¢ 0.03+ 
4-15-58 0.72 0.03¢  0.02+ 
4-16-58 0.61 0.03+  0.03+ 
4-17-58 0.63 0.03¢  0.03T 
4-18-58 0.42 0.04+ 0.03+ 


4-19-58 0.13 
4-20-58 0.09 
4-21-58 0.06 0.03 0.03 0.02 0.02 
4-23-58 0.07 


*After the second injection of Versenate. The next 4 
determinations of urinary lead were made after the fourth, 
sixth, eighth, and tenth injections respectively. 

+In the morning before injection of Versenate. 


It was decided to do a provocative type of treatment on 
this man since results of all of the studies and the knee 
fluid were normal. In light of this information the possi- 
bility was entertained that effusion might be a consequence 
of chronic lead poisoning. The medical literature was 
checked, and no information which incriminated lead in 
this type of arthropathy was found. It was decided to give 
this man Versenate intravenously in a provocative fashion 
to see if lead could be washed out of his body and by so 
doing eliminate his joint symptoms. If he became asympto- 
matic after specific treatment for lead poisoning was given, 
and if lead were excreted in pathological amounts, then the 
theory would have much more basis. He was given no 
medication, such as steroids, in order to eliminate his 
joint symptoms and no physiotherapy was given to him. 
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INTRAVENOUS VERSENATE THERAPY 


On April 14 intravenous Versenate was administered to 
him, 1.0 Gm. in 250 cc. of saline solution twice a day. 
This was given early in the morning and in the middle 
of the afternoon each day during the treatment. This was 
done for 5 days through April 18. Blood and urine levels 
of lead were obtained serially. One can see by looking at table 
1 that this man’s blood lead level dropped and his urinary 
excretion of lead rose rapidly. The urinary excretion, after 
having an initial value of 1.4 mg. per 100 cc. after the 
second intravenous injection of Versenate, gradually tapered 
off after each subsequent injection. This large urinary ex- 
cretion of lead ceased immediately upon cessation of the 
intravenous Versenate. The daily urinary lead values after 
cessation of the drug were all within normal limits. 

The values of the blood content can be followed in the 
table graphically. There was an initial drop after which it 
remained essentially stable. The lead content of the knee 
fluid was the same before and after treatment. One can 
surmise from these data that the Versenate provoked the 
excretion of stored lead in this man’s body. The lead was 
in a dormant state until it was ushered out by the medica- 
tion given to him intravenously. After eliminating the 
toxic agent, this patient both felt well and was objectively 
free of the arthropathy. 

There was a small amount of fluid present in the knee 
on April 21. This was aspirated and the specimen analyzed 
for its lead content; the result is given in table 1. Approxi- 
mately 36 cc. of honey colored fluid was obtained on this 
occasion. The patient’was seen at weekly intervals and a 
very small amount of fluid was present in the knee until 
May 14, when there was no fluid present. Shortly after 
the intravenous Versenate treatment the patient volunteered 
the information that he felt much better over his body and 
had a feeling of generalized well being, no longer tight 
in his muscles and joints. He was able to move his shoulder 
girdles and his legs much better than he had prior to the 
treatment. He stated that he felt good throughout, and had 
no physical complaint. Thereafter, he was followed at 
weekly intervals, during which time he had no recurrence 
of swelling in the left knee and all of his other joints over 
his body remained asymptomatic. He gained 14 pounds in 
weight in about 6 weeks after the intravenous treatment 
was given. 

He was last examined on January 5, 1959, and on this 
occasion he had no complaints or physical findings referable 
to lead intoxication or its effects. 


SUMMARY 


A case was reported of a man who developed vari- 
ous musculoskeletal complaints, including an effusion 
of the left knee, after chronic exposure to lead. Prior 
to this he had had approximately five bouts of lead 
poisoning in the past 9 years. He became asympto- 
matic after intravenous Versenate was given daily for 
5 days. Serial blood and urine specimens demon- 
strated the discharge of lead from his body stores 
as he symptomatically improved on provocative 
treatment. After an observation period of approxi- 
mately 9 months, he still felt well and had no recur- 
rence of his symptoms or complaints. There was no 
previous report on this aspect of chronic lead expos- 
ure in the literature. 


® Dr. Green, 5535 Denton Drive, Dallas 35. 
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Reaction to Trilafon 


RUTH M. BAIN, M.D. 


Austin, Texas 


RILAFON has been recommended for sympto- 

matic relief of nausea and vomiting. The follow- 
ing case report calls attention to an unusual reaction 
to the drug. 


CASE REPORT 


A 38 year old white woman, Mrs. E. C., was admitted 
to the hospital on March 9, 1959, because of vomiting of 
undetermined origin. A roentgen-ray diagnosis of a small 
duodenal ulcer had been made February 18. Physical exam- 
ination and extensive laboratory and roentgen-ray study 
revealed no other disease. 

After consultation with specialists in internal medicine 
and psychiatry, it was decided to give the patient Trilafon. 
On March 20, at approximately 7 p. m. Trilafon, 5 mg., 
was given the patient by hypodermic injection. The follow- 
ing morning the patient reported she had slept well and 
had eaten breakfast and retainéd it. At that time Trilafon, 
2.5 mg. intramuscularly was ordered twice daily at 8 a. m. 
and 4 p. m. The day was uneventful until approximately 
30 minutes after the 4 p. m. injection of Trilafon making 
a total of 10 mg. of the drug in 24 hours. At this time, 
the patient reported she began :to shake all over and felt 
tingling on the left side. Shortly ‘thereafter she noted tight- 
ness of the muscles about the neck and shoulders. 

When the patient was seen about 6 p. m., her head was 
drawn to the left side and there was a fixed, anxious ex- 
pression. The head could be forced ‘to’ the other side, but 
there was marked muscle resistance, At times an opisthoto- 
nos position was assumed. There was. periodic sudden ab- 
duction of the left arm and leg which could be voluntarily 
controlled with some effort. Blood pressure and pulse were 
normal. The patient was oriented and cooperative. There 
was inability to grimace and to wrinkle the forehead or 
close the eyes tightly. The tongue could be protruded in 
the midline, but the speech was thick and slurred. There 
was uncontrollable tremor of the jaw resulting in a chewing 
motion. All reflexes were hyperactive. The Babinski sign 
was not present. 


Dr. Ruth M. Bain is a general 
practitioner in Austin. 


Unfavorable reactions to the use of Trilafon in a woman 
vomiting from an undetermined cause are described. Marked 
muscle spasms resulted from dosage well within that recom- 
mended as safe. Literature shows only a few similar cases. 
In all these the dosage was larger than in this case. 
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After sedation with Nembutal suppository, grains 3, ‘the 
patient gradually relaxed and-went to sleep. The following 
morning all evidence of the reaction had cleared. 


COMMENT 


~ 4 
2 


4." 


This frightening reaction’ to the drug; in a dos- 
age well within that recommended as safe, prompted 
a check of the literature for similar case reports. 

The brochure accompanying the drug describes 
reactions much the same as réported here in doses 
greater than 30 mg. per day. There is frequent men- 
tion in the literature of transient parkinsonian-like 
tremors in dosages in excess of 24 mg. per day. One 
case of transient hypotension was reported following 
one intramuscular injection. Only 3 cases similar to 
the one reported here were found; 2 of these were in 
children. In all cases of similar reaction the dose was 
larger than the 10 mg. in 24 hours given in our case. 
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plication Following Us®‘of Trilafon in Children, U. S. Armed 
Forces M. J. 9:745-749 (May) 1958. 

2. Ernst, E. M., and Snyder, A. M.: Perphenazine in Nausea 
and Vomiting and Anxiety States, Pennsylvania M. J. 61:355-359 
(March) 1958. 

3. Graff, T. D.; Phillips, O. C.; and Gentry, W. D., Jr.: Clonic 
Convulsions After Oral Use of Perphenazine*(Trilafon), J.A.M.A. 
169:834-835 (Feb. 21). 1959. 
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MEDICAL 


* Coming Meetings 


Texas Medical Association, Fort Worth, April 9-12, 1960 (Execu- 
tive Board, Sept. 27, 1959). Dr. F. W. Yeager, Corpus Christi, 
Pres.; Mr. C. Lincoln Williston, 1801 North Lamar Blvd., Aus- 
tin, Exec. Secy. 

American Medical Association, Dallas (Clinical Session), Dec. 1-4, 
1959. Dr. Louis M. Orr, Orlando, Fla., Pres.; Dr. F. J. L. Blas- 
ingame, 535 North Dearborn, Chicago 10, Exec. Vice-Pres. 


Current Meetings 


OCTOBER 


American Academy of Ophthalmology and’ Otolaryngology, Chicago, 
Oct. 11-16, 1959. Dr. John H. Dunnington,. New York,. Pres.; 
Dr. W. L. Benedict, 15 Second St. S.W., Rochester, Minn., Secy. 

American Academy of Pediatrics, Chicago, Oct. 5-8, 1959. Dr. 
James C. Overall, Nashville, Pres.; Dr. -E. H. Christopherson, 
1801 Hinman Ave., Evanston, Ill., Executive Secy. 


American Cancer Society, New York, Oct. 28-29, 1959. Dr. Eu- 
gene P. Pendergrass, Philadelphia, Pres.; Mr. Granville Whitde- 
sey, 521 West 57th*St., New York 19, Secy. 


831 










































































American Heart Association, Philadelphia, Oct. 26-27, 1959. Dr. 


Francis L. Chamberlain, San Francisco, Pres.; Mr. William F. 


McGlone, 44 E. 23rd, New York 10, Secy. 

American Public Health Association, Atlantic City, Oct. 19-23, 
1959. Dr. Leona Baumgartner, New York, Pres.; Dr. Berwyn F 
Mattison, 1790 Broadway, New York 19, Executive Secy. 

American Society of Anesthesiologists, Bal Harbour, Fla., Oct. 5-9, 
1959. Dr. Daniel C. Moore, Seattle, Pres.; Dr. J. E. Remlinger, 
Jr., 188 W. Randolph, Chicago 1, Secy. 

Southern Psychiatric Association, Dallas, Oct. 4-6, 1959. Dr. J. L. 
Knapp, Dallas, Pres.; Dr. Richard Proctor, Winston-Salem, N. C., 
Secy 


Tri-State Medical Assembly, Shreveport, La., Oct. 2-3, 1959. Dr. 
R, B. Langford, Shreveport, Pres.; Dr. J. W. Wilson, Jr., 940 
Margaret Place, Shreveport, Secy 


Texas Academy of General Practice, Galveston, Oct. 4-7, 1959. 
Dr. Charles E. Oswalt, Jr., Fort Stockton, Pres.; Mr. Donald C. 
Jackson, 1905 N. Lamar, Austin, Executive Secy. 

Texas Pediatric Society, Houston, Oct. 23-24, 1959. Dr. Bruce A. 
Knickerbocker, Dallas, Pres.; Dr. James N. Walker, 5216 W. 
Freeway, Fort Worth, Secy. 

Texas Society on Aging, Dallas, Oct. 16-17, 1959. Mr. Herbert 
Shore, Dallas, Pres.; Mrs. William B. Ruggles, 3701 Stratford, 
Dallas, Secy.-Treas. 

Texas Surgical Society, Houston, Oct. 4-6, 1959. Dr. Albert Hart- 


man, San Antonio, Pres.; Dr. G. V. Brindley, Jr., Score and White 
Clinic, Temple, Secy. 


Oklahoma City Clinical Society Conference, Oklahoma City, Oct. 
26-28, 1959. Dr. Ralph A. Smith, Oklahoma City, Pres.; Miss 


Alma F. O'Donnell, 503 Medical Arts Bldg., Oklahoma City 2, 
Executive Secy. 


Texas State Board of Examiners in Basic Sciences, Austin, Oct. 12-13, 
1959. Henry B. Hardt, Ph.D., Forte Worth, Pres.; Mrs. Betty J. 
Anderson, Chief Clerk, State Office Bldg., 201 E. 14th Str. 


NOVEMBER 


Radiological Society of North America, Chicago, Nov. 15-20, 1959. 
Dr. Lawrence L. Robbins, Boston, Pres.; Dr. Donald S. Childs, 
713 E. Genesee, Syracuse 2, N. Y., Secy. 

Southern Medical Association, Atlanta, Ga., Nov. 16-19, 1959. Dr. 
Milford O. Rouse, Dallas, Pres.; Mr. V. O. Foster, 2601 High- 
land Avenue, Birmingham 5, Executive Secy. 

Southwestern Medical Association, Roswell, N. Mex., Nov. 5-7, 1959. 
Dr. A. R. Clauser, Albuquerque, Pres.; Dr. M. D. Thomas, 1501 
Arizona St., 12-D, El Paso, Secy. 


Private Clinics and Hospitals Association of Texas, Dallas, Nov. 
28-29, 1959. Dr. Jack S. Maxfield, Dallas, Pres; Mr. J. J. 
George, 3404 54th St., Lubbock, Executive Secy. 


Blackford Memorial Cancer Lectures, Denison, Nov. 11, 1959. Dr. 
R. G. Gerard, 509 S. Mirick, Denison, Chm. 


National and Regional 


American Academy of Allergy, Hollywood-by-the-Sea, Fla., Jan. 
11-13, 1960. Dr. Francis C. Lowell, Boston, Pres.; Dr. Joseph 
Noah, 100 N. Euclid Ave., St. Louis 8, Mo., Secy. 

American Academy of Dermatology and Syphilology, Chicago, Dec. 
5-10, 1959. Dr. A. C. Cipollaro, New York, Pres.; Dr. Robert 
R. Kierland, Mayo Clinic, Rochester, Minn., Secy. 

American Academy of General Practice, Philadelphia, March 19-24, 
1960. Dr. Fount Richardson, Fayeteville, Ark., Pres.; Mr. Mac 
F. Cahal, Volker Blvd. at Brookside, Kansas City 12, Executive 
Secy. 

American Association for Maternal and Infant Health. Dr. M. Edward 
Davis, Chicago, Pres.; Mrs. Patricia Dorr, 116 S. Michigan Ave., 
Chicago 3, Executive Director. 

American Association for Thoracic Surgery, Miami Beach, May 11- 
13, 1960. Dr. William E. Adams, Chicago, Pres.; Dr. Hiram T. 
Langston, 7730 Corondelet Ave., St. Louis 5, Secy. 

American Association of Genito-Urinary Surgeons. Dr. John A. Tay- 


lor, New York, Pres.; Dr. W. J. Engel, 2020 E. 93rd St., Cleve- 
land 6, Secy. 


American Association of Obstetricians and Gynecologists. Dr. Joe V. 
Meigs, Boston, Pres.; Dr. E. Stewart Taylor, University of Colo- 
rado School of Medicine, 4200 E. 9th, Denver, Secy. 

American College of Allergists, Miami Beach, Feb. 28-March 5, 
1960. Dr. Cecil M. Kohn, Kansas City, Pres.; Mr. Eloi Bauers, 
2160 Rand Tower, Minneapolis, Executive Vice-Pres. 

American College of Chest Physicians, Miami Beach, Fla., June 8-12, 
1960. Dr. Seymour M. Farber, San Francisco, Pres.; Mr. Murray 

Kornfeld, 112 E. Chestnut, Chicago 11, Executive Director. 


832 













American College of Gastroenterology. Dr. Frank L. Borrelli, New 
York, Pres.; Mr. Daniel Weiss, 33 West 60th, New York 23, 
Executive Director. 

American College of Obstetricians and Gynecologists, Cincinnati, 
April 3-6, 1960. Dr. John I. Brewer, Chicago, Pres.; Mr. Donald 
F. Richardson, P. O. Box 749, Chicago 90, Executive Secy. 

American College of Physicians, San Francisco, April 4-8, 1960. Dr. 
Howard P. Lewis, Portland, Ore., Pres.; Mr. E. R. Loveland, 4200 
Pine, Philadelphia 4, Secy. 

American College of Radiology, New Orleans, Feb. 3-6, 1960. 
Dr. Lawrence Reynolds, 10 Peterboro, Detroit, Pres.; Mr. W. C. 
Seronach, 20 N. Wacker Dr., Chicago 6, Executive Director. 

American College of Surgeons. Dr. Newell W. Philpott, Montreal, 
Pres.; Dr. Michael L. Mason, 40 E. Erie, Chicago 11, Secy. 

American Congress of Physical Medicine and Rehabilitation, Wash- 
ington, D.C., Aug. 21-26, 1960. Dr. F. J. Kottke, Minneapolis, 
Pres.; Dorothea C. Augustin, 30 N. Michigan Ave., Chicago 2, 
Executive Secy. 

American Dermatological Association, Boca Raton, April 8-12, 1960. 
Dr. Marion B. Sulzberger, New York, Pres.; Dr. Wiley M. Sams, 
25 Southeast 2nd Ave., Miami, Secy. 

American Gastroenterological Association, New Orleans, March 31- 
April 2, 1960. Dr. H. Marvin Pollard, Ann Arbor, Pres.; Dr. 
Wade Volwiler, Secy., University of Washington School of Medi- 
cine, Seattle 5. 

American Gynecological Society, Williamsburg, Va., May 30-June 1, 
1960. Dr. Karl H. Martzloff, Portland, Pres.; Dr. A. A. Marchet- 
ti, 3800 Reservoir Rd. N.W., Washington 7, D. C., Secy. 

American. Hospital Association, San Francis¢o, Aug. 29-Sepr. 1, 1960. 
Dr. Russell A. Nelson, Baltimore, Md., Pres.; Dr. Edwin L. 
Crosby, 18 E. Division Street, Chicago, Executive Director. 

American Laryngological, Rhinological, and Otological Society, Miami 
Beach, March 15-17, 1960. Dr. Theodore E. Walsh, St. Louis, 
Pres.; Dr. C. S. Nash, 708 Medical Arts Bldg., Rovhester, N. Y., 
Secy. 

American Neurological Association, Boston, June 13-15, 1959. Dr. 
Derek Denny-Brown, Boston, Pres.; Dr. Melvin D. Yahr, New 

York Neurological Insticure, 710 W. 168th Street, New York 32, 

Secy, 


American Ophthalmological Society, Colorado Springs, May 16-18, 
1960. Dr. A. B. Reese, New York, Pres.; Dr. M. C. Wheeler, 
30 W. 59th, New York 19, Secy. 

American Orthopaedic Association, Hot Springs, Va., May 30-June 
2, 1960. Dr. John Royal Moore, Philadelphia, Pres.; Dr. Lee 
Ramsay Straub, 535 East 70th St., New York 21, Secy. 

American Pediatric Society, Swampscott, Mass., May 5-6, 1960. Dr. 
Samuel Z. Levine, New York, Pres.; Dr. A. C. McGuinness, 
= 1036, 2800 Quebec St., N.W., Washington 8, D. C., 


American Proctologic Society, Houston, April 25-27, 1960. Dr. 
H. R. Reichman, Sale Lake City, Pres.; Dr. Norman D. Nigro, 
10 Peterboro, Detroit 1, Secy. 

American Psychiatric Association, Atlantic City, N. J., May 9-13, 
1960. Dr. William Malamud, New York, Pres.; Dr. C. H 
Hardin Branch, 156 Westminister Ave., Sale Lake City, Secy. 

American Society of Clinical Pathologists, Chicago, Sept. 24, 1960. 
Dr. John J. Clemmer, Albany, Pres.; Mr. Claude E. Wells, 445 
Lake Shore Drive, Chicago 11, Executive Secy. 

American Surgical Association, White Sulphur Springs, W. Va., 
April 3-6, 1960. Dr. Warren H. Cole, Chicago, Pres.; Dr. Wil- 
liam Altemeier, Cincinnati General Hospital, Cincinnati 29, Secy. 

American Urological Association, Chicago, May 16-19, 1960. Dr. 
William M. Coppridge, Durham, N. C., Pres.; Mr. William P. 
Didusch, 1120 N. Charles St., Baltimore 1, Executive Secy. 

Association’ of American Physicians and Surgeons, St. Louis, Sept. 
29-Oct. 1, 1960. Dr. Louis Wegryn, Elizabeth, N. J., Pres.; 
Mr. Harry E. Northam, 185 N. Wabash Ave., Chicago 1, Ex- 
ecutive Director. 

International College of Surgeons, U. S. Chapter, Dr. Edward L. 
Compere, Chicago, Pres.; Dr. Ross T. MclIntire, 1516 Lake 
Shore Dr., Chicago, Executive Director. 

National Tuberculosis Association, Los Angeles, May 15-20, 1960. 
Dr. H. McLeod Riggins, New York, Pres.; Mrs. Wallace B. 
White, 651 Marlborough Rd., Brooklyn, Secy. 

South Central Association of Blood Banks, Albuquerque, March or 
April, 1960. Dr. John B. Alsever, Phoenix, Pres.; L. Ruth Guy, 
Ph.D., Room 1101, Stonleigh Hotel, Dallas, Secy. 

Southern Surgical Association, Hot Springs, Va., Dec. 8-10, 1959. 
Dr. George C. Finney, Baltimore, Pres.; Dr. John D. Martin, Jr., 
Emory University, Ga., Secy. 

Southwest Allergy Forum, Oklahoma City, April 2-5, 1960. Dr. 
Johnny A. Blue, Oklahoma City, Pres.; Dr. George L. Winn, 
Suite 104, Lister Medical Building, 430 Northwest Twelfth Sct., 
Oklahoma City, Secy. 

Southwest Regional Cancer Conference. Dr. W. S. Lorimer, Jr., Fort 
Worth, Chm.; Mrs. Ira Frances Ball, 264 W. 11th, Fort Worth, 
Secy. 

Southwestern Society of Nuclear Medicine, New Orleans, March 14- 
15, 1960. Dr. Herbert C. Allen, Jr., Houston, Pres.; Dr. J. R. 

Maxfield, Jr., 2711 Oak Lawn Avenue, Dallas, Secy. 
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Southwestern Surgical Congress, Las Vegas, Nev., March 28-31, 
1960. Fort Smith, Ark., Dr. Fred H. Krock, Fort Smith, Ark., 
Pres.; = O'Leary, 813 Medical Arts Bldg., Oklahoma City, 
Exec. 


United States-Mexico Border Public Health Association, Hermosillo, 
Sonora, Mex., April 4-8, 1960. Mr. Frank J. Von Zuben, Jr., 
Austin, Pres.; Dr. Jorge Roman, 243 United States Court House, 
El Paso, Secy. 


State 


Texas Academy of Internal Medicine, San Antonio, Dec. 4-5, 1959. 
Dr. Merton M. Minter, San Antonio, Pres.; Dr. Hugo T. Engel- 
hardt, 1216 Main, Houston, Secy. Meetings restricted to members. 

Texas Air-Medics Association, Fort Worth, April 9-11, 1960. Dr. 
W. W. Sumner, Fort Worth, Pres.; Dr. C. F. Miller, P. O. Box 
1338, Waco, Secy. 

Texas Association for Mental Health, Austin, Feb. 18-20, 1960. 
Paul Southern, Ph.D., Abilene, Pres.; Mr. John Lane, 2410 San 
Antonio, Austin, Executive Director. 

Texas Association of Obstetricians and Gynecologists, Austin, Feb- 
ruary, 1960. Dr. Maurice Meynier, Houston, Pres.; Dr. Hugh W. 
Savage, 815 Fifth Ave., Fort Worth, Secy. 


Texas Association of Public Health Physicians, Fort Worth, April 
10, 1960. Dr. Fred K. Laurentz, Houston, Pres.; Dr. B. M. 
Primer, 2708 Rio Grande, Austin, Secy. 


Texas Chapter, American College of Chest Physicians, Fort Worth, 
April 10, 1960. Dr. L. M. Shefts, San Antonio, Pres.; Dr. John 
W. Middleton, 900 Strand, Galveston, Secy. 

Texas Club of Internists. Dr. W. W. Bondurant, Jr., San Antonio, 
Pres.; Dr. T. Haynes Harvill, Medical Arts Building, Dallas 1, 


Secy. 

Texas Dermatological Society, Fort Worth, April 11, 1960. Dr. Ed- 
mund N. Walsh, Fort Worth, Pres.; Dr. D. Shelton Blair, 1609 
Medical Arts Building, Dallas, Secy. 


Texas Division, American Cancer Society, Austin, Dec., 1959. 
Dr. John A. Wall, Houston, Pres.; Mr. Curt W. Reimann, 5014 
Bull Creek Rd., Austin 3, Executive Director. 

Texas Diabetes Association, Fort Worth, April 10, 1960. Dr. Ralph 
Greenlee, Midland, Pres.; Dr. Warren W. Moorman, 901 W. 
Leuda, Fort Worth, Secy. 

Texas Heart Association, Fort Worth, April 9-10, 1960. Dr. Robert 
E. Leslie, El Campo, Pres.; Mr. Ernest T. Guy, 404 Jesse H. 
Jones Library Building, Houston 25, Executive Director. 

Texas Hospital Associatiori, Dallas, May 10-12, 1960. Mr. F. S. 
Walters, Jr., Amarillo, Pres; Mr. O. Ray Hurst, 2208 Main, 
Dallas, Executive Director. 

Texas Industrial Medical Association, Fort Worth, April 10, 1960. 
Dr. Max E. Johnson, San Antonio, Pres.; Dr. J. G. Burdick, 
P. O. Box 472, Pasadena, Secy. 

Texas Neuropsychiatric Association, Fort Worth, April 10, 1960. 
Dr. Hamilton Ford, Galveston, Pres.; Dr. E. Ivan Bruce, 1014 
Strand, Galveston, Secy. 

Texas Ophthalmological Association, Fort Worth, April 11-12, 1960. 
Dr. Max Baldridge, Texarkana, Pres.; Dr. James H. Scruggs, 2223 
Austin Ave., Waco, Secy. 

Texas Orthopedic Association, Fort Worth, April 11, 1960. Dr. 
David M. Cameron, El Paso, Pres.; Dr. Margaret Watkins, 3503 
Fairmount, Dallas, Secy. 

Texas Orolaryngological Association, Fort Worth, April 12, 1960. 
Dr. Herbert H. Harris, Houston, Pres.; Dr. Louis E. Adin, 3707 
Gaston, Dallas, Secy. 

Texas Physical Medicine and Rehabilitation Society, Fort Worth, 
April 12, 1960. Dr. Edward M. Krusen, Dallas, Pres.; Dr. Oscar 
Selke, Medical Professional Building, Houston, Secy. 


Texas Proctologic Society,- Dallas, February, 1960. Dr. Alvin Bald- 
win, Dallas, Pres.; Dr. H. Gray Carter, 915 St. Joseph St., 
Dallas, Secy. 

Texas Public Health Association, Galveston, Feb. 22-24, 1960. Mr. 
Tom Warren, Austin, Pres.; Mr. Joseph N. Murphy, Jr., Box 
4012, Austin 51, Executive Secy. 


Texas Radiological Society, Houston, January, 1960. Dr. Herman 
C. Sehested, Fort Worth, Pres.; Dr. R. P. O'Bannon, 1216 
Pennsylvania, Fort Worth, Secy. 

Texas Rheumatism Association, San Antonio, Dec. 4, 1959. Dr. 
Warren W. Moorman, Fort Worth, Pres.; Dr. J. Morris Horn, 
3707 Gaston, Dallas, Secy. 

Texas Society of Anesthesiologists, Fort Worth, April 10, 1960. Dr. 
David O. Johnson, Austin, Pres.; Dr. M. T. Jenkins, Parkland 
Hospital, Dallas, Secy. 

Texas Society of Athletic Team Physicians, Fort Worth, April 9, 
1960. Dr. W. Harry Ledbetter, Wichita Falls, Pres.; Dr. Jack 
Brannon, 2715 Fannin, Houston, Secy. 


Texas Society of Gastroenterologists and Proctologists, Fort Worth, 
April 10, 1960. Dr. Marcel Patterson, Galveston, Pres.; Dr. A. C. 
Broders, Jr., Score and White Clinic, Temple,’ Secy. 
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Texas Society of Ophthalmology and Otolaryngology, Fort Worth, 
Dec. 4-5, 1959. Dr. James T. Robison, Austin, Pres.; Dr. Edwin 
G. Grafton, 4319 Oak Lawn, Dallas, Secy. 

Texas Society of Pathologists, Inc., Fort Worth, April, 1960. Dr. 
Jarrett Williams, Abilene, Pres.; Dr. Sylvia Johns, 414 Navarro 
St., San Antonio, Secy. 

Texas Society of Plastic Surgeons, Fort Worth, April 9, 1960. Dr. 
Willard Schussler, El Paso, Pres.; Dr. Raymond Brauer, 6615 
Travis, Houston, Secy. 

Texas Traumatic Surgical Society, Forte Worth, April 10, 1960. Dr. 
W. D. Marrs, Fort Worth, Pres.; Dr. W. E. Crump, 1300 8th 
St., Wichita Falls, Secy. 

Texas Tuberculosis Association, Abilene, March, 1960. Mr. Zeb 
Rike, McAllen, Pres.; Miss Pansy Nichols, P. O. Box 6158, Aus- 
tin 21, Executive Director. 

Texas Urological Society, Waco, January 23-24, 1960. Dr. William 
Heck, San Antonio, Pres.; Dr. Moreton A. Magid, 1525 Colcord 
Ave., Waco, Secy. 


District 


First District Society. Dr. H. D. Garrett, El Paso, Pres.; Dr. E. S. 
Crossett, 1501 Arizona St., El Paso, Secy. 

Second District Socity, Lamesa. Dr. Oscar E. Rhode, Colorado City, 
Pres.; Dr. John H. Chinn, Jr., Colorado City, Secy. 

Third District Society, Lubbock, 1960. Dr. Grady M. Wallace, Lub- 
bock, Pres.; Dr. H. Fred Johnson, 2308 W. Eighth, Amarillo, 
Secy. 

Fourth District Society, San Angelo, May 16, 1959. Dr. W. L. 
Smith, San Angelo, Pres.; Dr. S. Braswell Locker, 1501 11th St., 
Brownwood, Secy. 

Fifth and Sixth Districts Society, Corpus Christi, July 8-19, 1960. 
Dr. John W. Chriss, Pres.; Dr. James Gabbard, 1001 Louisiana, 
Corpus Christi, Secy. 

Seventh District Society. Dr. Robert N. Snider, Austin, Pres.; Dr. 
Richard Lucas, 502 W. 13, Austin, Secy. 

Eighth District Society. Dr. Joseph Magliolo, Dickinson, Pres.; Dr. 
M. Warren Hardwick, 829 E. Mulberry, Angleton, Secy. 

Ninth District Society, Brenham, March 17, 1960. Dr. Haden E. 
McKay, Humble, Pres.; Dr. Lyman C. Blair, 1212 Rothwell, 
Houston, Secy. 

Tenth District Society, September, 1960. Dr. Albert L. Delaney, 
Liberty, Pres.; Dr. Irving M. Richman, 3280 Fannin St., Beau- 
mont, Secy. 

Eleventh District Society. Dr. Ben Wilson, Tyler, Pres.; Dr. Phillip 
W. Taylor, 833 S. Beckham, Tyler, Secy. 

Twelfth District Society, Marlin, January 12, 1960. Dr. Paul H. 
Mitchell, Corsicana, Pres.; Dr. J. M. Brown, Torbett Clinic, Mar- 
lin, Secy. 

Thirteenth District Society, Fort Worth, Fall, 1960. Dr. Frank S. 
Browne, Wichita Falls, Pres; Dr. R. D. Moreton, 1217 W. 
Cannon, Fort Worth, Secy. 


Fifteenth District Society. Dr. Charles Wise, Naples, Pres.; Dr. 
George Bennett, 402 S. Bolivar, Marshall, Secy. 


Clinics 


Dallas Southern Clinical Society, Dallas, March 21-23, 1960. Dr. 
T. Haynes Harvill, Dallas, Pres.; Millard J. Heath, 433 Medical 
Arts Bldg., Dallas 1, Executive Officer. 

International Medical Assembly of Southwest Texas, San Antonio, 
Jan. 25-27, 1960. Dr. Alvin O. Severance, San Antonio, Pres.; 
S. E. Cockrell, 202 W. French Place, San Antonio, Exec. Secy. 

New Orleans Graduate Medical Assembly, New Orleans, March 7-10, 
1960. Dr. Ambrose H. Storck, New Orleans, Pres.; Mrs. Irma 
B. Sherwood, 430 Tulane Ave., New Orleans 12, Executive Secy. 

North Texas-Southern Oklahoma Fall Clinical Conference. Dr. Frank 
J. Lee, 1300 8th, Wichita Falls, Chm. 

Postgraduate Medical Assembly of South Texas, Houston, July 18-20, 
1960. Dr. C. Alsworth Calhoun, Houston, Pres.; Mrs. W. H. 
Dahme, 412 Jesse H. Jones Library Bldg., Houston 25, Exec. 
Secy. 


Board Examinations 


Texas State Board of Medical Examiners, Fort Worth, Dec. 3-5, 
1959. Dr. M. H. Crabb, Fort Worth, Secy.; Mrs. Luanna Reddin, 
1714 Medical Arts Bldg., Fort Worth, Assistant Secy. 
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MEDICAL MEETINGS * 


General Practice Assembly, 
“Family Doctor Week” Coincide 


In conjunction with the Texas Academy of General 
Practice’s tenth annual assembly in Galveston, October 4-7, 
Governor Price Daniel declared “Family Doctor Week,” 
October 4-10, throughout the state. 


Among the topics and speakers on the program were 
the following: “Emergencies in Third Stage of Labor,” 
Dr. Isadore Dyer, New Orleans, La; “Tuberculosis: Cri- 
teria for Treating Reactors, Community and Industrial 
Problems,” Dr. John S. Chapman, Dallas; “A Chest Pain, 
Is It Angina?” Dr. Don W. Chapman, Houston; “Modern 
Therapy of Fungus Diseases,’ Dr. Harvey Blank, Miami, 
Fla.; “Hypnosis in Medical Practice,’ Dr. John L. Otto, 
Galveston, Dr. Milton H. Erickson, Phoenix, Ariz., Dr. 
Esmond Fatter, New Orleans, La., and Dr. Martin L. 
Towler, Galveston; “General Principles in Skin Diagnosis,” 
Dr. Blank; “Surgery in Pregnancy,” Dr. Dyer; “Hypnosis: 
Clinical Demonstrations,’ Dr. Erickson; “The Nervous 
Complaining Patient,’ Dr. Towler; “Neglected Feet in 
Children,” Dr. Don L. Eyler, Nashville, Tenn.; “Infectious 
Diseases, Antibiotic Therapy with Trends, Uses and 
Abuses,” Dr. Ellard Yow, Houston, and Dr. Robert I. 
Wise, Philadelphia; “Futute of General Practice,” Dr. Fred 
Mac D. Richardson, Philadelphia; “Small Bone Fractures,” 
Dr. Eyler; “Cholesterol? What Is It?” Dr. James V. War- 
ren, Galveston, and Dr. Chapman; “Acute Abdomen in the 
Aged,” Dr. Philip Thorek, Chicago. 

In-hospital postgraduate training in surgery was offered 
by the academy and Harris Hospital in Fort Worth, Sep- 
tember 6-11. 


Medical Aspects of Injuries 
To Highlight Dallas Institute 


A session devoted to the medical aspects of personal 
injuries will be a particular highlight of an institute spon- 
sored by the Southwestern Legal Foundation, entitled “Per- 
sonal Injury Litigation,” November 12-14 in Dallas. 

The foundation’s seventh institute in this field will in- 
clude subjects ranging from pretrial negotiation through 
jury argument and settlement. Medical trial techniques will 
be developed by William R. Colson, Miami, and the “Medi- 
cal Legal Aspects of Trauma in the Cervical Region” will 
be discussed by Dr. Charles J. Frankel, both doctor and 
lawyer and a professor at the University of Virginia. 

Those desiring further information may write South- 
western Legal Foundation, Hillcrest at Daniels, Dallas 5. 


Crippled Children Society to Meet 


Practical approaches to problems of Easter Seal societies 
will be sought in a program planned for the 1959 annual 
convention of the National Society for Crippled Children 
and Adults, November 29-December 2, at the Palmer 
House in Chicago. The sessions will be keyed to the theme 
“Searching Out Solutions.” 


The workshops will make case studies of problem areas 
with a view to developing solutions. They are expected to 
attract some 1,000 professional and volunteer workers. The 
year 1959 marks the thirty-eighth anniversary of service 
to the crippled by the National Society for Crippled Chil- 
dren and Adults. 
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Pediatrics, Surgery to Be Topics 
Of Southwestern Association Meeting 


Pediatric medicine and surgery will be the topics dis- 
cussed at the forty-first annual meeting of the Southwestern 
Medical Association in association with the New Mexico 
Chapter of the American Academy of General Practice, 
November 5-7, at Roswell, N. Mex. 


The program, approved for 12 hours of category 1 credit 
by AAGP, will be provided by the following speakers: Dr. 
Frederick R. Guilford and Dr. Dan G. McNamara, Baylor 
University College of Medicine, Houston; Dr. Jack Guyton, 
Henry Ford Hospital, Detroit; Dr. James L. Headstream, 
University of Arkansas School of Medicine, Little Rock; Dr. 
Paul C. Laybourne and Dr. Frederic Speer, University of 
Kansas School of Medicine, Kansas City; Dr. James S. 
Miles, University of Colorado School of Medicine, Denver; 
Dr. Edward B. D. Neuhauser, Harvard Medical School, 
Boston; Dr. Edith L. Potter, University of Illinois College 
of Medicine, Chicago; and Dr. Willis J. Potts, Northwest- 
ern University Medical School, Chicago. 

Those interested in further information may write Dr. 
M. D. Thomas, Secretary, Southwestern Medical Associa- 
tion, 1501 Arizona Street, 12-D, El Paso. 


Numerous Texans to Participate 
In SMA Meeting in Atlanta 


The fifty-third annual meeting of the Southern Medical 
Association will be held in Atlanta, Ga., November 16-19. 
Dr. Milford O. Rouse of Dallas, president of the Associa- 
tion, will preside over the meeting, which is open to all 
physicians. 

Texas doctors presenting papers include the following: 
Drs. Albert H. Unger, El Paso; Eugene P. Schoch, Jr., 
Austin; E. B. Best, Temple; John T. Armstrong, Houston; 
Ellard M. Yow, Houston; George M. Jones, Dallas; W. L. 


‘Harlan, Galveston; W. P. Wilson, Galveston; James B. Al- 


lison, Galveston; John W. Simpson, San Antonio; Albert 
E. Meisenbach, Jr., Dallas; W. J. Jinkins, Jr., Galveston; 
C. T. Ashworth, Dallas; Newton F. McDonald, Houston; 
John T. Mallams, Dallas; John R. Derrick; Galveston; and 
Jasper Arnold, Houston. 

There is no registration fee for the meeting and advance 
registration is not necessary. For further information, those 
interested may write Mrs. Martha D. Hamilton, Program 
Chairman, Southern Medical Association, 2601 Highland 
Avenue, Birmingham 5, Ala. 


Medical Aspects of Sports 
Theme of AMA Conference 


A National Conference on the Medical Aspects of Sports 
will be sponsored by the American Medical Association, 
November 30, in Dallas, immediately preceding the AMA 
Clinical Meeting, December 1-4, in that city. 

Physiology and pharmacology of exercise, training and 
conditioning of the athlete, and prevention and treatment 
of injuries will be brought out in detail in lectures, panels, 
and discussions. Among the high lights of the conference 
will be panels on “The On-Field Duties of the Team Physi- 
cian” and “The Prevention of Head Injury in the Athlete.” 

Those interested in further information may write the 


American Medical Association, 535 N. Dearborn, Chicago 
10. 
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Life Insurance Directors Convene 


The annual meeting of the Association of Life Insurance 
Medical Directors of America is being held in New York, 
October 21-23. Most of the meeting is being devoted to 
scientific sessions, in which papers are being presented on 
a variety of subjects. Among the participants are Dr. Frank 
B. Berry, Washington, D. C., assistant secretary of defense, 
and Dr. Louis M. Orr, Orlando, Fla., President, American 
Medical Association. 


EDUCATION 
Postgraduate Courses 


Arthritis and Related Disorders, New York, November 
9-13.—A course is planned by New York Post-Graduate 
Medical School in New York for general practitioners who 
require a basic knowledge of the field of arthritis and re- 
lated disorders, including general incidence, classification, 
differential diagnosis, clinical manifestations, pathologic 
characteristics, laboratory studies, and treatment. Clinic and 
bedside teaching will be stressed. For additional informa- 
tion, those interested may write to the Office of the As- 
sociate Dean, New York University Post-Graduate Medical 
School, 550 First Avenue, New York 16. 


Diseases of the Chest, New York, November 9-13.—A 
course on clinical cardiopulmonary physiology is the second 
to be presented by the Council on Postgraduate Medical 
Education of the American College of Chest Physicians. The 
course will offer the most recent advances in the diagnosis 
and treatment of chest diseases—medical and surgical. Tu- 
ition for each course is $100, including round-table lunch- 
eon discussions. Further information may be obtained by 
writing to the Executive Director, American College of 
Chest Physicians, 112 East Chestnut Street, Chicago 11. 


Ophthalmic Plastic Surgery, New York, November 16- 
20.—A part time course on ophthalmic plastic surgery of 
5 days’ duration will be given by the New York Post- 
Graduate Medical School beginning November 16. The 
course, to be given each day from 2 to 5 p. m., will cover 
the essentials of ophthalmic plastic surgery for the practic- 
ing ophthalmologist. Special emphasis is laid on the more 
common fundamental procedures peculiar to lid surgery. 
Those interested in more information may write to the 
Office of the Associate Dean, New York University Post- 
Graduate Medical School, 550 First Avenue, New York 16. 


Abdominal Surgical Diseases in Children, New York, 
November 23-25.—A course covering the diagnosis and 
surgical management of abdominal conditions encountered 
during infancy and childhood will be sponsored by the 
Post-Graduate Medical School of New York University- 
Bellevue Medical Center, November 23-25, in New York. 
Fluid and electrolyte balance in this age group will be 
covered. The maximum class attendance is 20. Further 
information may be obtained by writing the Office of the 
Associate Dean, New York University Post-Graduate Medi- 
cal School, 550 First Avenue, New York 16. 


Surgery of the Head and Neck, New York, November 
23-25.—The Post-Graduate Medical School of New York 
University-Bellevue Medical Center will present a review 
of surgery of the head and neck, including the thyroid, 
November 16-20, in New York. It will be devoted to the 
diagnosis and surgical management of benign and malig- 
nant diseases. Anatomical dissections of the surgical anatomy 
are done by the student in the anatomy laboratory. Maxi- 
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mum class attendance is 20. For additional information, 
those interested may write the Office of the Associate Dean, 
New York University Post-Graduate Medical School, 550 


First Avenue, New York 16. 


Clinical Cardiology, New Orleans, November 30-Decem- 
ber 4.—The American College of Physicians will offer a 
course on clinical cardiology, November 30-December 4 at 
the Tulane University School of Medicine, New Orleans. 
Fees for members will be $60 and for nonmembers $80. 
Members of the faculty of Tulane University will be on 
the program. Those interested in further information may 
write to the Tulane University School of Medicine in New 
Orleans. 

Air Pollution, New York, November 30-December 11.— 
The problems of the sources, effects, and control of com- 
munity air pollution will be treated in an intensive 2 week 
course, “Air Pollution,” offered by the New York Uni- 
versity Post-Graduate Medical School in cooperation with 
the New York University College of Engineering from 
November 30 to December 11. The course, designed for 
engineers, industrial hygienists, and physicians, will review 
the basic toxicology of the principal air pollutants, micro- 
meteorological factors, effects of air pollution on agricul- 
ture and commerce, and methods for sampling and analyz- 
ing the various toxic components. 


For further information, doctors interested may write 
Associate Dean, New York University Post-Graduate Medi- 
cal School, 550 First Avenue, New York 16. 


University of Texas Offers 
Medical Cruise in Caribbean 


The annual medical cruise in the Caribbean sponsored by 
the University of Texas Postgraduate School of Medicine 
will be offered May 6-19, 1960, aboard the “Stella Polaris,” 
sailing from New Orleans. 

The faculty will include five outstanding teachers in the 
fields of radiology, internal medicine, surgery, pediatrics, 
and obstetrics and gynecology. 

The proposed medical shipboard program will include 
the following subjects: diagnosis and management of heart 
disease, abdominal pain, cardiac emergencies, diseases of 
the adrenal cortex, medical problems of the elderly, x-rays 
in health and disease, management of functional uterine 
bleeding, abdominal pain in childhood, geriatric gynecology, 
obstetrical emergencies, recent advances in the disturbance 
of the thyroid gland, newer corticosteroids, peptic ulcer, 
anemias, abdominal pregnancy, cancer of the accessible sites, 
surgical lesions of the colon, rheumatic fever, viral diseases, 
lymphadenopathy in childhood, cancer chemotherapy. 


In addition to regularly scheduled presentations which 
will comprise 25 hours, elective seminars for small groups 
on selected topics and visits to the medical schools in 
Havana and Port-au-Prince and the hospitals in Nassau 
and Montego Bay may be arranged. 

The tuition fee of $50 should be mailed to the Uni- 
versity of Texas Postgraduate School of Medicine, 410 
Jesse Jones Library Building, Texas Medical Center, Hous- 
ton 25, prior to March 1, 1960. For further information on 


the rates, doctors may write the Harvey Travel Bureau, 
2005 West Gray, Houston 19. 


Texans for whom the May dates are impractical may 
join an 8 day cruise leaving New Orleans January 15, spon- 
sored by the University of Tennessee College of Medicine. 
The Postgraduate Department of the University of Tennes- 


see, 62 South Dunlop, Nashville, can give further particu- 
lars. 
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TMA Will Award $500 
To AAPS Contest Winners 


Prizes totaling $500 will be awarded by the Texas 
Medical Association to high school students placing in the 
1960 Essay Contest of the Association of American Physi- 
cians and Surgeons, Inc., on the state level, according to 
Dr. C. Hal McCuistion, Austin, and Mrs. F. Paul Burow, 
Killeen, state chairmen of the contest. 


Once again the students will have a choice of topics: 
“The Advantages of Private Medical Care” or “The Ad- 
vantages of the American Free Enterprise System.” The 
AAPS will award $2,675 in national prizes, which includes 
a $1,000 first prize; $500, second; and $250, third. There 
also will be four prizes of $100 each and seven prizes of 
$75 each. 


The essays and the research material supplied without 
charge by the association can be used as a medium for 
offsetting the philosophy of socialism with which too many 
students are being indoctrinated in too many schools, ac- 
cording to officials of the contest. 


Upon request, copies of the announcement pamphlet and 
packaged libraries (research data) will be supplied in any 
reasonable quantities without charge. Those interested may 
write Dr. Robert J. Moorhead, Suite 318, 185 North Wa- 
bash Avenue, Chicago. Also, information concerning the 
contest may be obtained from Dr. C. Hal McCuistion, 609 
Capital National Bank Building, Austin. 


SAMA Establishes 
New Scientific Division 






The Student American Medical Association has just 
established a Division of Scientific Activities, according to 
Russell F. Staudacher, executive director of the association. 

Director of the division will be Dr. Edward R. Pinckney, 
who is medical editor of the association’s official publica- 
tion, The New Physician. 

One of the activities that will be undertaken will be the 
study of state medical licensing problems as they affect new 
physicians. A panel discussion under the direction of Dr. 
Stiles Ezeil, secretary of the Board of State Medical Exam- 
iners, has been planned for the May, 1960, annual meeting 
in Los Angeles. 

“We have been asked to assist the Senate’s nonpartisan 
international health work by making a survey of foreign 
nationals who are studying medicine, or are working in 
hospitals, in the United States,’ said Dr. Pinckney. “The 
idea is to see if there are any particular difficulties that 
might be overcome for those from other countries, and to 
find more ways of making medicine the international 
diplomatic force it should be.” 


Truitt Lecturer Named 


The James J. and Una Truitt Lecturer for 1959, spon- 
sored by the University of Texas Postgraduate School of 
Medicine, will be Dr. Paul Wood, director of the Institute 
of Cardiology and physician at the National Heart Hospital, 
London. Dr. Wood will present a course in cardiology at 
the Texas Medical Center, Houston, December 7-11. 


For further information, those interested may write to 
the Office of the Dean, University of Texas Postgraduate 
School of Medicine, 410 Jesse Jones Library Building, Texas 
Medical Center, Houston 25. 
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Postgraduate Assembly in San Diego 


The thirteenth annual Postgraduate Assembly sponsored 
by the San Diego County General Hospital will be held 
November 4-5 at the County Hospital in Sari Diego, Calif. 

The speakers will be Dr. Joel J. Pressman, Los Angeles, 
eye, ear, and nose; Dr. Jack S. Guyton, Detroit, Mich., 
ophthalmology; Dr. Jack Edward Berk, Detroit, internal 
medicine; Dr. George Herman Schade, San Francisco, pedi- 
atrics; Dr. Robert Lich, Jr., Louisville, Ky., urology; Dr. 
Ralph Criswell Benson, Portland, Ore., obstetrics and 
gynecology; Dr. Benjamin Felson, Cincinnati, Ohio, radi- 
ology; Dr. Elson Helwig, Washington, D. C., pathology. 

Those interested in receiving further information or in 
registering may write Dr. Walter Ballard, 525 Hawthorn 
St., San Diego. 


Seminar for Social Workers Offered 


A seminar for social workers, emphasizing psychosomatic 
medicine, is being held by the University of Texas South- 
western Medical School in association with the University 
of Texas Postgraduate School of Medicine, October 26-27, 
in Dallas. 


Among the topics scheduled are the following: stress 
reactions, cardiovascular disease and reactions to it, pul- 
monary disease and its effects, disfigurements, crippling 
and amputations, malignancies and emotional responses, 
various aspects of disability, mental retardation and feeble- 
mindedness, and grief reactions. 

This is the fifth year Southwestern has offered such a 
seminar. 


DRUG NOTES 


ViDerm Soap Used 
For Contact Dermatitis 


Vi DERM SOAP (Arthrins) is said to be hypoallergenic 
and antipruritic and may be used even on inflamed skin. 
It is suggested for use in contact dermatitis, psoriasis, ec- 
zema, chafing, and ichthyosis. 


The soap in cake form contains Botan, an extract of the 
amaryllidaceae—one of the agaves. Other names are Amer- 
ican aloe, century plant, flowering aloe, and spiked aloe. 
There are more than 50 species of the genus. It is an ever- 
green found in Florida and in Mexico and other parts of 
tropical America. It is cultivated as a hedge in Spain. 

The juice and herbage contain a saponin and are used 
in Mexico in the place of soap. Two groups of the agaves, 
the amoles and magueys, have been sold, the leaves and 
roots being the parts frequently used. The dry leaves lather 
freely in water and are probably the best source of the 
saponin. 


EMPRAZIL (Burroughs & Wellcome) contains pseudo- 
ephedrine hydrochloride 20 mg. and chlorcyclizine hydro- 
chloride 15 mg., along with aspirin, phenacetin, and caf- 
feine, in the usual strengths. It is suggested in the relief of 
the symptoms of the common cold. One or two tablets are 
to be given to adults 3 times daily as needed. Chlorcyclizine, 
physicians will recall, is an antihistamine, Perazil, while 
pseudoephedrine is available as Sudafed. Thus, Emprazil is 
Empirin compound with Perazil and Sudafed. Fedrazil 
(BW) is pseudoephedrine hydrochloride 30 mg. and Pera- 
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zil 25 mg. Thus, the contraction of Empirin and (two- 
thirds strength) Fedrazil gives Emprazil. 


VANAY (Ayerst), which has recently been released, is 
another example of needless trade name duplication. This 
product could well have been called Enzactin-Vaginal. The 
topical fungicidal cream Enzactin (Ayerst) and Vanay each 
contains ‘250 mg. per gram of glyceryltriacetate, but differ 
in packaging and base. 


DECADRON (Merck Sharp & Dohme) now is available 
as an ophthalmic cream: 3.5 Gm. tube, .05 per cent; as an 
ophthalmic solution: 5 cc. .1 per cent; and as a topical 
cream: 5 and 15 Gm., .1 per cent. Neodecadron also is 
. available in the above forms, strengths, and sizes with 
added neomycin. 


ALLERGESIC LOTION (Bryant) is a dermatologic liquid 
combination of anesthetic, antihistamine, and antibiotic 
suggested for use in skin irritations such as itching due to 
poison ivy, poison oak, or poison sumac, insect bites, and 
hives. It contains phenyltoloxamine dihydrogen citrate, 1 
per cent; neomycin sulfate, .2 per cent; tyrothricin, .02 per 
cent; bithionol, .5 per cent; zirconium oxide, 4 per cent; 
diperodon hydrochloride, .25 per cent, in a scented and 
flesh tinted base. 


Phenyltoloxamine dihydrogen citrate is the very popular 
antihistamine available as Bristamin (Bristol) and in Zirnox 
lotion (Bristol) and in more than 25 other combinations 
for both external and internal use. Bithionol is an official 
USP chemical and an anti-infective. It is available as Acta- 
mer (Monsanto) and as a liquid Lorothidol (Hilton- 
Davis). It is present in Palmolive soap and is related 
closely to the familiar hexachlorophene which is found in 
Gamophen and Dial soap and in Stripe tooth paste. Zirco- 
nium oxide, an ingredient of white paint, has been found 
to be effective against the effects of urushiol in poison ivy 
and poison oak. It also has found use in the treatment of 
athlete’s foot, industrial dermatitis, and as an antiperspirant. 
The Diperodon Hydrochloride is probably more familiar 
as Diothane (Merrill), the local anesthetic. 


Allergesic lotion may be purchased over the counter in 
a 4 ounce squeeze bottle. 


PROVERA (Upjohn) has had limited release in tablets 
of 2.5 and 10 mg. each. Provera is indicated in threatened 
and habitual abortion, infertility, premenstrual tension, 
dysmenorrhea, and functional internal bleeding. It may be 
released in the Texas area soon. (See also this Journal, 
July, 1958, page 505.) 


—HERBERT SCHWARTZ, M.S., Austin. 


MEDICOLEGAL NOTES 


Records Are Important 
After Physician Dies 


What disposition could or should be made of the vari- 
ous medical records of a physician’s patients after the 
death of the physician? This is a frequent query. Some of 
the questions raised in this area have ranged from the 
issue of whether or not there is any necessity to retain 
these records at all to matters of turning all the records 
over to the patient's new physician. As in my opinion 
these medical records continue to be of the utmost impor- 
tance, even after the physician’s death, I would like to 
comment on some of the problems which arise in this area. 


As has been discussed in previous articles, good medical 


TEXAS State Journal of Medicine, OCTOBER, 1959 


records and their availability are absolutely essential in 
the defense of a malpractice suit against a physician. From 
the standpoint of a malpractice action, they become, if 
anything, even more indispensable after the physician's 
death. The death of a physician does not terminate the 
liability of the physician for negligent acts which might 
have occurred before his death. As a result, his estate could 
become liable for damages in a suit for malpractice after 
his death. In a case of this nature, the allegedly injured 
patient would merely bring the suit against the estate of 
the physician rather than the physician. 

The need for the physician’s records then becomes readily 
apparent. Without having available the physician’s own 
testimony in the defense of the case, the only source of 
evidence and information available to the defense would 
be the physician’s medical records. In the absence of the 
medical records of the physician, there would be a defi- 
nite possibility that the sole source of facts in the case 
would be coming entirely from the complaining party. 
This, of course, would seriously hamper if not com- 
pletely jeopardize any defense of such malpractice action. 
(This also points out the desirability of a physician main 
taining accurate and complete medical records upon his 
patients.) 

As a consequence, I have always advised that a de- 
ceased physician’s medical records never be disposed of 
until such time as the statute of limitations has barred 
any action on the part of a patient. Because an action for 
malpractice is barred if not brought within 2 years of the 
date of the alleged negligent act, I recommend that all 
records be kept for a period of not less than 2 years after 
the physician’s death. Should there be minors, male or 
female under the age of 21 years, and there undoubtedly 
will be, their records should be kept even longer. The sta- 
tute of limitations does not begin to run against a minor 
until such minor has reached his twenty-first birthday; 
therefore, I recommend from a legal standpoint that the 
medical records of all minors be kept for a period of 2 
years after they become 21. 

Undoubtedly there will be requests by physicians who 
have either taken over the practice of the deceased physician 
or are now the physician of a previous patient of the 
deceased physician, for the use of certain medical records of 
these patients. Should such records be turned over to an- 
other physician it should be with the clear understanding 
that they will remain available and will not be disposed 
of except upon the consent of the representative of the 
deceased physician’s state. 

While the medical records of a physician continue to be 
of medical importance to his patients after the physician's 
death, it should be remembered by the physician that they 
continue to be of a legal importance to the physician and 
his estate after his death. 


—PHILIP R. OVERTON, LL.B., Austin. 


Federal Employees’ Insurance Bill 
Awaits President’s Signature 


A bill to establish a health insurance program for 
2,000,000 federal employees has been passed by the House 
and Senate and awaits the President's signature. 

There are eight desirable aspects of the bill, according 
to proponents of the bill. Among them is the fact that the 
bill recognizes voluntary prepaid insurance as the most eco- 
nomical means employees can use to budget for health care 
with freedom of choice of hospital and physician. 

The bill provides reasonably comprehensive benefits; 
free choice of several plans, including Blue Cross-Blue 


837 












Shield; and a 50-50 sharing of costs by the government 
and its employees. 

Blue Cross-Blue Shield Association said that although 
hospital costs are expected to increase further, a carefully 
administered employee health insurance program would not 
have to revise benefits and premiums very often. 


OF GENERAL INTEREST 
Personals 


Drs. Truman G. Blocker and A. Packchanian of the Uni- 
versity of Texas Medical Branch in Galveston are presenting 
lectures on their.recent visits to Russia. Dr., Blocker visited 
plastic surgery services and. burn centers in Leningrad and 
Moscow. Dr. Packchanian. paid particular attention to the 
status of microbiology and. immunology in the republics of 
the USSR. 

Dr. R. G. McCorkle of Austin was elected to felloWship 
in the International College of Surgeons, September 17, in 
Chicago. 

In the September 15 issue of Scope Weekly, a picture of 
Dr. Tom B. Bond of Fort Worth shows him attending the 
twenty-first annual Rocky Mountain Radiological Confer- 
ence in Denver recently. 

Dr. John J. Andujar of Fort Worth was elected presi- 
dent of the American Society of Clinical Pathologists at 
the society’s recent meeting in Chicago. 

A son, Richard Stephen, recently was born:to Dr. and 
Mrs. Virgil Lawlis of Austin. 

The father of Dr. O. B. Williams, Jr. of Dallas, Profes- 
sor O. B. Williams, chairman of the University of Texas 
Department of Bacteriology in Austin, died September 23. 

Dr. and Mrs. H. L. Klotz of Austin have announced the 
engagement and approaching marriage of their daughter, 
Nancy, to Dr. Don Spencer of Houston. A January 20 
wedding is planned in Austin. Dr. Spencer is doing an 
internship in Indianapolis and Miss.Klotz is working there 
as a public health nurse. 

Dr. Robert J. Rowe of Dallas has been elected president 
of the American Board of Proctology. He has been a mem- 
ber of the 10 man board for 6 years. 

Mrs. William B. Adamson, wife of Dr. Wéilliam B. 
Adamson of Abilene died September 19 in Abilene. 

Death claimed two members of Dr. Mal Rumph’s family 
within 2 days. The Fort Worth physician lost two brothers, 
J. Price Rumph and David S. Rumph, both of Fort Worth, 
on September 25 and 23 respectively. 


48 Texans Named Fellows 
Of College of Surgeons 


Forty-eight Texans were among the approximately 1,015 
surgeons named new fellows of the American College of 
Surgeons, October 2, in Atlantic City, N. J., at the close of 
the annual 5 day clinical congress. 

Those from Texas receiving this distinction at the 1959 
convocation are as follows: 

Dr. Tom C. Burditt, Abilene; Dr. Robert D. Mertz, Cor- 
sicana; Dr. Larry A. Arnspiger, Dr. H. Gray Carter, Dr. 
R. L. Curtess, Jr., Dr. Edwin G. Grafton, Dr. Warren E. 
Hancock, Dr. Richard B. Herrick, Dr. Zelig H. Lieberman, 
Dr. Daniel M. Martinez, Dr. Ernest Poulos, Dr. Manning 
B. Shannon, and Dr. George T. Shires, all of Dallas; Dr. 
Gilbert Landis, El Paso; Lt. Col. Prince D. Beach, Lt. Col. 
Wilfred T. Tumbusch, and Lt. Col. Edward H. Vogel, Jr., 
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all of Fort Sam Houston; Lt. Col. James A. Bulen, Dr. 
Edwin Davis, Dr. Joseph L. Keating, Dr. Rabb H. Rut- 
ledge, and Dr. John H. Sewell, all of Fort Worth. 

Others include Dr. James R. Fish, Dr. Henry G. Glass, 
Dr. Gene A. Guinn, Dr. Newton F. McDonald, Dr. Don 
W. Pranke, Dr. Louis R. Robey, Dr. Albert M. Thomas, 
Dr. Sellers J. Thomas, Dr. Clarence J. Wheeler, Jr., and 
Dr. Bernard L. Yollick, all of Houston; Dr. Samuel B. 
Bashour, Irving; Dr. Randolph Rutledge, Lubbock; Dr. C. 
Roy Johnson, Midland; Dr. Theodore W. Novak, Odessa; 
Dr. Harold E. Hunt, Paris; Dr. Ralph J. Culotta, Pasadena; 
Dr. Martin R. Haig, Port Arthur; Dr. William J. Hills and 
Capt. Jack B. McClure, San Antonio; Dr. Shirley E. Town- 
send, Sherman; Dr. Mary Witt Hughes, Texarkana; Dr. 
B. F. Bolton and Dr. Harold Kleiman, Victoria; Dr. Mal- 
colm M. MacRae and Dr. Harry W. Slade, Waco; and Dr. 
Robert B. Caraway, Jr., Wharton. 


Health Appropriations in Texas 


Some idea of the funds available for carrying on state 
supported health activities in Texas during this fiscal year 
and the next may be obtained from the appropriations from 
general revenue authorized by the Fifty-Sixth Legislature, 
as reported by Vernon’s Texas Session Law Service. 

Total general revenue appropriations for state hospitals 
and special schools for the year ending August 31, 1960, 
are $47,620,924 and for the year ending August 31, 1961, 
$42,975,710. These figures include $20,200,682 and $20,- 
191,082 for mental hospitals and geriatric homes, $7,- 
632,823 and $8,180,352 for mentally retarded schools, and 
$6,963,351 and $6,958,182 for tuberculosis hospitals. The 
Department of Health for each of the same periods will 
receive from general revenue $2,807,152. 

For medical education, appropriations from general 
revenue for years ending August 31, 1960, and August 31, 
1961, are as follows: University of Texas Medical Branch 
$6,433,262 and $6,387,592, University of Texas Southwest- 
ern Medical School $2,057,379 and $2,059,599, University 
of Texas M. D. Anderson Hospital and Tumor Institute 
$4,517,349 each year, and University of Texas Postgraduate 
School of Medicine $10,000 each year. 


Dr. Kirkpatrick Acting Director 
At Texas Rehabilitation Center 


Dr. Marjorie Ruth Kirkpatrick became acting director of 
the Texas Rehabilitation Center (Gonzales Warm Springs 
Foundation) September 21. She will serve in the position 
in the absence of Dr. Odon F. von Werssowetz, who is 
hospitalized in Gonzales. 

Dr. Kirkpatrick first came to the center as a patient; 
she remained there as resident doctor and advanced to assist- 
ant medical director. Upon leaving the center, she went to 
Bellevue Hospital in New York to complete her residency 
in rehabilitation. She is on leave from the hospital while 
on duty in Texas. 


Must reading for all doctors in Texas: Medical Eco- 
nomics, September 14, 1959, page 152. 
—Committee on Health Insurance, 
Texas Medical Association. 
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Department of Health 
Has New Administrator 


J. T. Ellis, Jr. of Austin became the top nonmedical 
administrator of the Texas State Department of Health 
September 1, filling a position created by the fifty-sixth 
Texas Legislature. Ellis has served as administrative assistant 
to Governor Price Daniel in the field of fiscal affairs and 
water development. 


Besides his duties as general business officer for the De- 
partment of Health, Ellis also will be active head under 
the health commissioner. His experience in state department 
fiscal and administrative affairs came as a member of the 
House Appropriations Committee. He also served on the 
Joint House-Senate Appropriations Committee. 


MEMORIAL 
IBRARY 


Bibliography of Sports Injuries 


The following is a listing of publications on the subject 
of sports injuries. All of the references may be obtained 
from the Memorial Library of the Texas Medical Associa- 
ion, 1801 North Lamar, Austin. 


Badgley, Carl E., and Hayes, John T.: Athletic Injuries 
to the Elbow, Forearm, Wrist and Hand, Am. J. Surg. 
98:432-446 (Sept.) 1959. 

Bennett, George E.: Elbow and Shoulder Lesions of Base- 
ball Players, Am. J. Surg. 98:484-492 (Sept.) 1959. 

Bullen, Beverly, and others: Athletics and Nutrition, Am. 
J. Surg. 98:343-352 (Sept.) 1959. 

DeVoe, Arthur Gerard: Injuries to the Eye, Am. J. Surg. 
98:384-389 (Sept.) 1959. 

Featherstone, Donald F.: Sports Injuries Manual for 
Trainers and Coaches, New York, Philosophical Library, 
1956. 

Frackelton, William H.: Facial Injuries in Sports, Am. J. 
Surg. 98:390-393 (Sept.) 1959. 

Harkness, James T.: Physical Fitness for Sports, Am. J. 
Surg. 98:328-331 (Sept.) 1959. 

Keast, Robert W.: Respiratory Physiology and Skin Div- 
ing, J.A.M.A. 169:1419-1423 (March 28) 1959. 

Kraus, Hans: Evaluation end Treatment of Muscle Func- 
tion in Athletic Injury, Am. J. Surg. 98:353-362 (Sept.) 
1959. 

Lloyd, Kenneth: Some Hazards of Athletic Exercise, 
Proc. Roy. Soc. Med. 52:151-157 (March) 1959. 

McCown, Ira A.: Boxing Injuries, Am. J. Surg. 98:509- 
516 (Sept.) 1959. 

McCown, Ira A.: Protecting the Boxer, J.A.M.A. 
169:1409-1413 (March 28) 1959. 

Moseley, H. F.: Athletic Injuries to the Shoulder Region, 
Am. J. Surg. 98:401-421 (Sept.) 1959. 

Murphey, Francis, and Simmons, James C. H.: Initial 
Management of Athletic Injuries to the Head and Neck, 
Am. J. Surg. 98:379-383 (Sept.) 1959. 

O'Donoghue, Don H.: Injuries to the Knee, Am. J. Surg. 
98:463-467 (Sept.) 1959. 

Quigley, T. B.: Fractures and Ligament Injuries of the 
Ankle, Am. J. Surg. 98:477-483 (Sept.) 1959. 
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Quigley, T. B.: Management of Ankle Injuries Sustained 
in Sports, J.A.M.A. 169:1431-1436 (March 28) 1959. 

Rachun, Alexius, and Kavanagh, Frank: Protective Foot- 
ball Equipment, Am. J. Surg. 98:363-367 (Sept.) 1959. 

‘Reno, Joseph H.: Athletic Injuries of the Pelvis, Hip, 
and Thigh, Am. J. Surg. 98:451-456 (Sept.) 1959. 

Ryan, Allan J.: Organized Medicine and Athletics: The 
Role of the American Medical Association’s Committee on 
Injuries in Sports, Am. J. Surg. 98:325-327 (Sept.) 1959. 

Slocum, Donald B.: The Mechanics of Some Common 
Injuries to the Shoulder in Sports, Am. J. Surg. 98:394-400 
(Sept.) 1959. 

Thorndike, Augustus: Frequency and Nature of Sports 
Injuries, Am. J. Surg. 98:316-323 (Sept.) 1959. 

Thorndike, Augustus: Prevention of Injuries in College 
Athletics, J.A.M.A. 169:1405-1409 (March 28) 1959. 

Vermooten, Vincent: Sports Injuries to the Genitourinary 
Tract, Am. J. Surg. 98:457-462 (Sept.) 1959. 

Williams, Roger D., and Patton, Richard: Athletic In- 


juries to the Abdomen and Thorax, Am. J. Surg. 98:447- 
450 (Sept.) 1959. 


* Books 


Books Newly Acquired 


American College of Surgeons: Surgical Forum, vol. 8 
and 9, Chicago, American College of Surgeons, 1957 and 
1958. 

Block, Richard J.; Durrum, E. L.; and Zweig, G.: Man- 
ual of Paper Chromatography and Paper Electrophoresis, 
ed. 2, New York, Academic Press, 1958. 

Bluemel, Elinor, and Sabin, Florence: Colorado Woman 
of the Century, Boulder, Colo., University of Colorado 
Press, 1959. 

Boys, Floyd, and Smith, Hobart M.: Poisonous Amphibi- 
ans and Reptiles, Springfield, Ill., Charles C Thomas, 1959. 

Duvries, Henri L.: Surgery of the Foot, St. Louis, C. V. 
Mosby, 1959. 

Fishbein, Morris (Ed.): Modern Family Health Guide, 
Garden City, N. Y., Doubleday and Company, 1959. 

Jackson, Ira J., and Thompson, Raymond K.: Pediatric 
Neurosurgery, Springfield, Ill., Charles C Thomas, 1959. 

Lederle Laboratories: Aristocort, Pearl River, Lederle 
Laboratories, 1959. : 

Moser, Robert H.: Diseases of Medical Progress, Spring- 
field, Ill., Charles C Thomas, 1959. 

Murtagh, John M., and Harris, Sara: Who Live in 
Shadow, New York, McGraw-Hill Book Co., Inc., 1959. 

Natenberg, Maurice: Cancer Blackout, Chicago, Regent 
House, 1959. 

Pitel, Martha, and Schellig, Mildred: Clinical Coordina- 
tion of Anatomy and Physiology, New York, Springer 
Publishing Co., 1959. 

Polson, Cyril John: Essentials of Forensic Medicine, 
Springfield, Ill., Charles C Thomas, 1959. 

Potts, Willis J.: The Surgeon and the Child, Philadelphia, 
W. B. Saunders, 1959. 

Schmidt, J. E.: Dictionary of Medical Slang, Springfield, 
Ill., Charles C Thomas, 1959. 

Shartel, Burke, and Plant, Marcus L.: The Law of Medi- 
cal Practice, Springfield, Ill., Charles C Thomas, 1959. 

Solomons, Bethel: Synopsis of Skin Diseases, Bristol, 
John Wright and Sons, 1959. 

Transactions of the American Neurological Association, 
1956-1957-1958. 
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Book Notes 


Essentials of Clinical Proctology 


MANUEL G. SPIESMAN, M.D., F.1.C.P., Associate Professor 
of Proctology, Chicago Medical School; Chief of Proctology, 
Mt. Sinai Hospital Rectal Clinics; Chief of Proctology, Edge- 
water Hospital; and LOUIS MALOW, M.D., F.A.C.S., Associ- 
ate in Surgery, Chicago Medical School; Proctologist, Grant 
Hospital. ed. 3. 316 pages. $8.75. New York and London, 
Grune and Stratton, 1957. 


The first edition of this volume was published in 1946 
as an outgrowth of lectures in outline form on diseases of 


the anus, rectum, and colon given to medical and postgrad- 
uate students. 


Dr. Spiesman with his collaborator and partner, Dr. 
Malow, has reevaluated his work following the principles 
of the first edition to conform to the progress and changes 
in proctology and medicine in general. Outstanding are the 
new chapters on the injection treatment of hemorrhoids, 
pediatric proctology, ulcerative colitis, and hydradenitis 
suppurativa. Four complete chapters are devoted to the 
author’s concept of the relationship of coccygodynia proc- 
talgia fugax. Dr. Spiesman considers an understanding of 
the pecten band and pectenosis as vitally important to the 
diagnosis of proctologic disease so he has included a com- 
plete dissertation. 

The book is-essentially a reflection of 30 years of prac- 
tice and includes a drawing of the author’s treatment draw- 
er, a list of all office medicinals, diets, and treatment. The 
book is recommended to surgeons interested in proctology 
and students of proctology. 


A Way of Life 


SIR WILLIAM OSLER, introduction by G. L. Keynes, M.D., 


F.R.C.S. 294 pages, paper back. $1.50. New York, Dover 
Publications, 1951. 


This is a book of essays by one of the great medical 
educators of modern times. These essays present Osler’s 
practical philosophy of everyday living in vivid and me- 
morable language. The book reveals Osler as a doctor deep- 
ly learned in the classics, a humanist with profound relig- 
ious convictions, and a devotedly thoughtful man. 

Some of the essays are addressed directly to the medical 
student, such as “The Student Life.” Also included are 
Osler’s sketches of great physicians from Servetus to 
William Beaumont. 

Osler also discusses problems current in the modern 
world, such as over-specialization, diversion of scientific 
knowledge to war purposes, the place of the scientist in 
the modern world, and the doctor's vocation. 


Schizophrenia in Psychoanalytic 
Office Practice 


ALFRED H. RIFKIN, Editor, 150 pages. $4. New York and 
London, Grune and Stratton, 1957. 


This brief book is an excellent collection of papers pre- 
sented at a symposium in New York City in 1956. The 
contributors are all physicians who are psychoanalysts in 
the New York and the Washington-Baltimore groups. The 
text is a broad approach to schizophrenia and to a number 
of other psychiatric problems. It is not a narrowly psycho- 
analytic approach. 

There are papers by Zilboorg, Ullman, and others. Some 
of the stimulating discussions are by Kolb, Diethelm, and 
Rioch. 

Many practical pointers on the management of schizo- 
phrenic patients outside of the hospital are presented. 
Bonime discusses the fallacy which some psychiatrists 
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have, that they must necessarily like their patients. He indi- 
cates that it is not always realistic to like a patient and 
that at times this dislike must be honestly dealt with in 
the treatment situation. Hill, in discussing extramural 
schizophrenia, talks about the general nature of families 
and the fact that an unhealthy parent may be the “middle- 
man in a three-generation transaction.” Topics such as 
panic, hospitalization, and suicide in outpatient schizo- 
phrenia are skillfully dealt with. The technique of using 
group psychotherapy in relation to individual psychotherapy 
as a way of diluting the hostile attitudes of such patients 
is described. 

This brief collection of papers with their discussions con- 
tains valuable psychiatric precepts. The book should be of 
greatest interest to psychiatrists, but should be understand- 
able to the physician who has some interest in the topic. 


—John A. Boston, Jr., M.D., Austin. 


Vertigo and Dizziness 


BERNARD J. ALPERS, M.D., Sc.D. (Med.), Professor and 
Head of the Department of Neurology, Jefferson Medical 
College, Philadelphia. 120 pages. $5. New York and London, 
Grune and Stratton, 1958. 


The author contends that vertigo touches all fields of 
medical practice. He goes on to say that vertigo lends itself 
to logical analysis, but because of the sometimes unclear 
nature of the underlying mechanism, it is often difficult to 
treat. This book gives a presentation of the anatomic and 
physiological basis of vertigo, mechanisms responsible for 
the production of vertigo, its symptoms, signs, causes, diag- 
nosis, and treatment. There is a bibliography and index at 
the end. 


ORGANIZATION 


e American 
Medical Association 


Health Fair to Be Staged 
At AMA Dallas Session 


One of the world’s largest health fairs will be held at 
the same place as the American Medical Association’s clin- 
ical session and will overlap the dates of the scientific pro- 
gram, December 1-4, in Dallas. 

The Health Fair, sponsored by the Dallas County Med- 
ical Society, will be open to the public for 8 days ip the 
Memorial Auditorium, beginning November 29 and lasting 
through December 6. Between 150,000 and 200,000 per- 
sons are expected to attend. The purpose of the fair is to 
promote authentic health education and to encourage careers 
in medical and health fields. It will be the second one ever 
to be held in conjunction with an AMA meeting; the first 
one was held in Miami in 1954. 

A relatively new idea, health fairs consist of exhibits on 
health subjects designed entirely for the layman. Each ex- 
hibit is screened carefully for accuracy, propriety, and pur- 
pose. The exhibits are to have an educational objective and 
those which have as their purpose simply publicizing a 
health organization or soliciting funds are rejected. The 
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large national health organizations have been invited to 
participate in the Dallas Health Fair, as well as many local 
organizations with a health message for the public. 

Dr. Max Cole of Dallas, chairman for the health fair, 
recommends that physicians and their wives attending the 
clinical session allow time for visiting the fair and that 
they encourage their friends among community leaders to 
make a trip to Dallas to see the displays. 


Among the approximately 100 exhibits at the fair will 
be the prize winning exhibit in the medical science division 
of the National Science Fair won by Kay Schuele of Mem- 
phis when it was held in Philadelphia last May. Miss 
Schuele’s exhibit, entitled “Algae, Food of the Future,” 
shows how algae grow under different conditions and which 
species grow fastest. The exhibit includes methods by which 
algae foods can be made tasty and nutritious. Miss Schuele 
will be present to explain her display and answer questions. 

Other exhibits of special interest will include the fol- 
lowing: Ciba Pharmaceutical Products, Inc., “From Test 
Tubes to Tablets,” which traces the development of a drug 
from research laboratories through the actual production; 
Dallas Chapter of the American National Red Cross, which 
will show demonstrations of artificial respiration, impro- 
vised equipment, bandages, caring for baby, how to stop 
bleeding, and home nursing; Walter Reed Army Institute 
of Research, “Nuclear War and Survival,’ which depicts 
certain hazards to survival of the population following nu- 
clear war and presents possible emergency solutions; Uni- 
versity of Iowa, College of Medicine and Varsity Athletics 
Department, “Prevention of Athletic Injuries’ and ‘Tech- 
nical Equipment in Athletics,” which show equipment used 
to prevent injuries in athletic competition. 


Kay Schuele of Memphis, whose exhibit won first 
place in the medical science division of the National 
Science Fair in Philadelphia last May, samples one of 
her homemade seaweed biscuits. Miss Schuele and her 
exhibit, entitled ‘“Algae, Food of the Future,”’ will be 
featured at the health fair in Dallas, November 29- 
December 6. 
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Also included among the exhibits will be the following: 
Dallas Hospital Council, which will show various phases 
of hospital operations and functions; Dallas-Fort Worth 
Radiological Society, “X-Rays Protect You,” which will 
help counteract fear of the public concerning the dangers 
of diagnostic x-ray; United States Air Force School of 
Aviation Medicine, “Space Medicine,” which shows that the 
achievement of “Man in Space” necessitates knowing how 
man will react physiologically when placed into this en- 
vironment; Health Insurance Council, “Voluntary Health 
Insurance”; Blue Cross-Blue Shield of Texas, “The Blue 
Cross-Blue Shield Story’; and the Upjohn Company, 
“Plastic Replica of Human Cell,’ which demonstrates that 
a greater knowledge of cell structure and the manner in 
which they are affected by disease will further our ability 
to combat diseases of all kinds. 

Among the 29 exhibits to be brought to Dallas by the 
AMA will be “Food Facts and Fallacies” and “Poisoning 
of Children in the Home.” Also included among the 
exhibits will be information on a number of diseases which 
hold the public interest, such as cancer, heart disease, 
diabetes, and tuberculosis. People will be given a chance 
to see, hear, feel, and ask questions. 

The fair has been allotted the main arena floor of the 
Memorial Auditorium, with 21,000 square feet of floor 
space. A special reception and tour for school teachers, 
public officials, and the press is planned for November 28. 
A motion picture room will be provided and selected films 
will be shown continuously during exhibition hours. 

With a complete scientific, business, and social program 
planned for the Dallas clinical session, Dr. Everett C. Fox 
of Dallas, general chairman, suggests that Texas members 
of the American Medical Association and Woman's Auxil- 
iary take early steps to secure bedroom accommodations. 
Applications for reservations should be addressed to Amer- 
ican Medical Association, Housing Bureau, 1101 Com- 
merce Street, Dallas 2. 


Texas 
Medical Association 


Varied Program Attracts 
Hundreds to Orientation, 
Public Relations Session 


Prominent guest speakers, a new motion picture to 
recruit future doctors, a revamped committee and council 
meeting arrangement, presentation of the General Practi- 
tioner of the Year award, and a football game attracted 
an overflow attendance at the Public Relations Conference, 
Orientation Program, and Executive Board events held by 
the Texas Medical Association in Austin September 26-27. 
A registration of 462, including 162 orientees, was re- 
corded, which did not include the 110 members of the 
Woman's Auxiliary present for an Executive Board meet- 
ing and School of Instruction for county auxiliary officers 
September 24-25, many of whom stayed over for Associa- 
tion activities. 

Chester Lauck of Houston, executive assistant of the 
Continental Oil Company and “Lum” of “Lum and Abner” 
fame; Nelson J. Young of Detroit, professional manage- 
ment counselor; Dr. Donald Stubbs, Washington, D. C., 
chairman of the board of directors for Blue Shield Medical 
Care Plans; Dr. Frederick C. Swartz of Lansing, Mich., 
chairman of the American Medical Association’s Committee 
on Aging; and Francis Boyer of Philadelphia, chairman of 
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the board of Smith, Kline and French Laboratories, led the 
slate of speakers. 

A motion picture in color recently produced by the 
American Medical Association to encourage recruitment of 
young men and women into the medical profession re- 
ceived a warm reception from those who viewed it during 
its Texas premiere. “I Ama Doctor” relates something of 
the life and much of the feeling of dedication which a 
physician experiences. 

Following a breakfast meeting designed to outline pro- 
cedure, council and committee chairmen led their 30-odd 
groups through a busy day Saturday, after which the Ex- 
ecutive Board of the Association convened for the first 
time Sunday. These were the first meetings since the com- 
mittee structure of the Association was revised by By-Law 
changes last April. 

One of the high lights Saturday was the presentation of 
a plaque to Dr. Joseph V. Hopkins of Victoria, elected by 
the House of Delegates in April as General Practitioner 
of the Year. The presentation was made by Dr. Carlos E. 
Fuste of Alvin, Councilor of the district. 

About 375 tickets were sold through the Association to 
doctors and their guests for the University of Texas- 
University of Maryland football game, played in Austin 
Saturday night. Prior to the game, the Charles O. Finley 
and Company was host at a reception in the Driskill Hotel, 


from which the company provided chartered buses to the 
stadium. 


Guest Presentations 


The five guest speakers previously mamed addressed a 
combined audience of orientees and visitors attending the 
public relations conference. 


Chester Lauck: “The Eleventh Hour” 


Medicine in the United States seems to have been picked 
as the pet of politicians who seek to draw attention to 
themselves, Mr. Lauck stated. This has prompted a very real 
threat of socialized medicine, similar to what has happened 
to agriculture. It is like the Boy Scout who helped the 
old lady across the street when she really didn’t want on 
the other side in the first place. But we should not put 
the blame on Washington, Mr. Lauck stressed. The 
trouble is, only a handful of people are running this 
country because enough of us have not accepted the re- 
sponsibility of citizenship. Doctors, if they intend to remain 
free, have to get into politics and declare themselves. If 
they are content to sit idly by, they will see the bureau- 
crats assume the responsibilities doctors have ignored. 
Somebody has to run things, Mr. Lauck said. 


Nelson J. Young: “Practice Management” 


“See your doctor” is told constantly to the American 
public mostly by advertising—and at no cost to the doctor. 
How the doctor follows through is another thing. The 
key to public relations is not only service, but the immedi- 
ate offer of service, Mr. Young said. “Never say to a 
patient, ‘It will only be a few minutes,’ if it will be a long 
time. Never call your reception room a waiting room. 
Never divide the attention you give to your patient by 
accepting telephone calls from other patients. Never talk 
down to patients, but tailor your explanation to the in- 
tellectual level of your patients. Accept the American ne- 
cessity to pay bills in monthly installments. Never tear 
down the self respect of a patient who cannot meet a 
monthly payment every time.” 
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No longer is the physician so unusual because of out- 
standing knowledge or schooling, Mr. Young pointed out. 
The rise in public education has reduced the gap and made 
possible better results with patients by more effective 
cooperation than was possible from unschooled people. 

Doctors control the attitude of their employees toward 
patients—which represents public relations. The key to 
most bad patient relations, warned Mr. Young, is inade- 
quate exchange of information through employees. 


Dr. Donald Stubbs: ‘Financing Care”’ 


The prepayment idea is here to stay, in health care as 
well as in other aspects, of American life, Dr. Stubbs 
stressed. This type of plan must survive or some type of 
compulsion will take over. 

Certain controls must be exercised to make health in- 
surance work, and doctors are the key to such controls. The 
insurance techniques of deductible and coinsurance pro- 
visions are being tried in some plans, but they are of 
limited value without the cooperation of doctors. Controls 
can be exercised by doctors either through an organized 
effort to keep watch on the few who would abuse the 
insurance privilege or, if this fails, Dr. Stubbs said, through 
establishment of written contractual obligations. 

The national Blue Shield organization is a free associa- 
tion of 70-odd local plans which offers an exchange of 
information and advice. It has been concerned with legis- 
lation in the health care field, Dr. Stubbs stated. Recent 
legislation permits 5,000,000 federal employees and their 
dependents to obtain health insurance with the govern- 
ment paying up to one-half the premium. Free choice of 
plan and of physician has been written into the measure. 
Blue Shield also has been interested in the legislation ad- 
vocated by Representative Forand in the field of health 
care for the aged. Dr. Smbbs expressed his belief that 
opponents of the Forand measure must have an alternative 
positive legislative program if they expect to prevent its 
passage. 


Dr. Frederick C. Swartz: “Aging” 


With regard to problems of the aged, emotional asser- 
tions without factual support have been made, Dr. Swartz 
said. Actually, statistics show that the aged have consider- 
able income, that they are better off medically than ever 
before, and that their needs are fewer than for other age 
groups. 

“We are at the point,” Dr. Swartz commented, “where 
we can say that there are no problems of aging that are 
not the same problems everyone in this country has had 
except for those fostered by retirement. On top of it all, 
the people who are 65 or over have obtained a position 
of prominence and financial worth that is better than any 
age group in the world. They should also feel proud ‘that 
as a product of our democratic way of life they are- as’ well 
as they are medically and as well off as they are financially. 
Above all, the great need of this group of people is an 
opportunity to continue in a productive way so that they 
will feel needed, and wanted, and loved.” 


Francis Boyer: ““Two New Ingredients” 


The “two new ingredients” of Mr. Boyer’s title are the 
new drug therapy and voluntary health insurance, a combi- 
nation which has revolutionized the medical care of our 
nation. Emphasizing that diversity of sources of support 
in medical research and education and of our hospital 
system is of great importance if freedom is to be retained, 
Mr. Boyer expressed the opinion that the corporations of 
America have an important role to play in providing ade- 
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a. Dr. John B. Truslow, executive director of the 
University of Texas Medical Branch at Galveston, and 
Dr. Frederick C. Swartz of Lansing, Mich., pause be- 
tween sessions of the Public Relations Conference. 

b. Francis Boyer, Philadelphia, chairman of the board 
of Smith, Kline & French Laboratories, is shown with 
Roy Cates, Austin, executive secretary for the Travis 
County Medical Society. 


c. Future nurses help out at registration for the dif- 
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ferent September 26 week end activities. 


d. Nelson J. Yourig, Detroit, speaks on ‘Public Re- 
lations Through Practice Management’ at the Public 
Relations Conference. 

e. W. R. McBee, Dallas (left), executive director for 
Texas Blue Cross-Blue Shield, chats with Dr. Donald 
Stubbs, Washington, D. C. (center), guest speaker at 
the Public Relations Conference, and Dr. Milford O. 
Rouse, Dallas. 





quate medical insurance to cover not only their employees 
but also their retired group. 

Western democracies, Mr. Boyer continued, seem to have 
an inferiority complex, pointing to the “possible defects 
in our private enterprise system while turning a blind eye 
on what it has accomplished.” Pharmaceutical manufactur- 
ers seem to be following this trend, for they have not made 
clear to the public the major contributions of the drug 
industry in development of lifesaving and health preserving 
drugs in the past 30 years. The day of free lance discoveries 
is largely past, and the money and organization of industry 
cooperating with the medical profession, medical schools, 
hospitals, and similar institutions is the main source of 
modern drugs. These new drugs, Mr. Boyer stated, con- 
tribute to a “remarkable saving in life, improvement in 
health, increase in efficiency, and saving on expensive 
institutional treatment.” 


Orientation Features 


Directing their remarks entirely to the new and transfer 
members of the Association who were participating in the 
Orientation Program, were several officials of the organi- 
zation: Dr. Travis Smith of Abilene, vice-chairman of the 
Board of Councilors, speaking on the objectives of the 
orientation program; Dr. Troy A. Shafer of Harlingen, 
member of the Board of Trustees, speaking on financial 
aspects of the Association; Donald M. Anderson, assistant 
executive secretary, speaking on public relations and socio- 
economic considerations (for C. Lincoln Williston, execu- 
tive secretary, who was ill) and on services of the As- 
sociation to its members; Dr. C. E. Oswalt, Jr. of Fort 
Stockton, chairman of the Board of Councilors, speaking on 
medical ethics; Dr. R. Mayo Tenery of Waxahachie, Coun- 
cilor of District 14, speaking on medical etiquette; and 
Philip R. Overton, general counsel, speaking on legal as- 
pects of medical practice. 

Smith Pettigrew of Dallas, medical coordinator for Texas 
Employers’ Insurance Association, explained workmen's 
compensation laws to the orientees. 


a. Panelists (seated) Dr. Joe R. Donaldson, Pampa; 
W. E. Berger, Hondo; Bill Barnard, Dallas; (standing) 
Dr. A. Fletcher Clark, Jr., San Antonio; and Dr. Foy 
Moody, Corpus Christi, discuss arguments pro and con 
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Panel on Press, Medicine 


Physicians registered for the Public Relations Conference 
learned of problems and techniques in building more 
effective liaison between the press and medicine in a panel 
discussion moderated by the chairman of the Council on 
Public Relations and Public Service, Dr. Joe R. Donaldson 
of Pampa. Participants in the panel included Bill Barnard, 
of Dallas, bureau chief for the Associated Press; William E. 
Berger of Hondo, editor of the Hondo Anvil Herald; and 
Dr. Foy H. Moody of Corpus Christi and Dr. A. Fletcher 
Clark, Jr. of San Antonio, both members of the Council 
on Public Relations and Public Service. 


Bill Barnard: “Survey of Editors” 


Texas editors and publishers respect the doctor's ethics, 
but expect his cooperation, Mr. Barnard reported from a 
survey of editors. Relationships between physicians and 
newspapermen have improved, but mutual trust and respect 
can bring further improvement. We newspaper people 
would like from doctors the same faith in us that we show 
in them, he quoted. 

There is a desire among editors for physicians to dis- 
seminate information about health in the public interest 
and to be forthright, simple, and plain in their presenta- 
tions to the press. 

Mr. Barnard said, “Top officers of the American Med- 
ical Association and Texas Medical Association preach an 
enlightened gospel of public relations, but many doctors 
on the local level do not follow it.” 


William E. Berger: “Smaller Communities” 


Newspapers have their problems, too, Mr. Berger empha- 
sized. Twenty-six per cent of the newspapers in the coun- 
try are running at a loss or showing no profit. Editors as 
a general class get sore when anybody says that advertising 
is unethical; if everybody felt that way, the editors would 
be out of business. Furthermore, nobody likes to be told 
one day that his services are unethical and the next that 
he should help save the country. Editors also often have 


of their presentation, ‘‘Building More Effective Liaison 
Between the Press and Medicine.” 

b. Chester Lauck, Houston, talks on ‘The Eleventh 
Hour’ to those attending Public Relations Conference. 
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problems when it comes to getting news of patients in 
the hospital or obtaining statements from doctors during 
epidemics or checking other information their readers want 
to have. 

Good public relations is going on, too, Mr. Berger 
admitted. “The fact that you are holding this conference 
proves that you realize there is a problem—and when 


problems are recognized, in time, they can usually be 
solved.” 


“By and large, newspapers are just as opposed to social- 
ized medicine as you are,’ he noted. “With better under- 
standing between doctors and editors, I am sure we can 
make possible better medical care for more and more 
people, with a minimum of government compulsion.” 


Dr. Foy H. Moody: “Physician and County Society” 


Physicians, especially members of the public relations 
committee, should become well acquainted not only with 
the publisher or editor of the local newspaper but also with 
the reporters writing about medical matters. “It is impos- 
sible to work well with someone we criticize,” Dr. Moody 
reminded, “and although every doctor could tell the press 
exactly what to say in the newspaper, not many would 
allow the newspaper people to tell us how to practice medi- 
cine. 

Thought should be given to spending a few hundred 
dollars in newspaper advertising of some worth while med- 
ical project. The society should decide what is proper 
information for a doctor to give the newspaper and pro- 
cedures that are appropriate to follow, and both doctor 
and reporter should be aware of these. “We should keep 
our glasses clean, so we can clearly see all sides,’ Dr. 
Moody said. 

He concluded, “The doctor's responsibility is to maintain 
good medical ethics. The responsibility of the press is to 
carry medical news to the public. One responsibility is 
as important as the other, and both can be fulfilled. We 
must unite the doctor and the press with a cement made 
of a mixture of trust, confidence, friendship, and an under- 
standing of each other's problems.” 


Dr. A. Fletcher Clark, Jr.: “Code of Cooperation” 


A state level press code for the Texas Medical Associa- 
tion, hospitals, and news mediums is in final draft form 
awaiting approval by the House of Delegates, Dr. Clark 
reported. Such a code can act as a guide for county medical 
societies if they desire to develop better public information 
channels. Several of the larger county societies already have 
adopted working press codes. Many smaller societies have 
working agreements with the press, radio, and television in 
their local areas. It is hoped, Dr. Clark stated, that better 
public information will be derived from the establishment 
of a press code through personal contacts in each area. 


President's Message 


Striking the keynote for the week end, Dr. F. W. Yeager 
of Corpus Christi, President of the Association, addressed 
all of those present Saturday on the subject of “Strength: 
Combination of Unity and Prestige.” 

For some time the profession of medicine as practiced 
in free America has been harassed by snipers—derogatory 
remarks and allegations which whittle away, little by 
little, the longstanding prestige the doctors of medicine 
have earned, Dr. Yeager pointed out. Unfortunately, the 
actions and practices of about 2 per cent of doctors bear 
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out what the snipers are saying. There are “problem doc- 
tors” who supply the snipers with ammunition in the 
form of indifference, rising costs of medical care, malprac- 
tice, he said. Each doctor in his daily contacts and local 
societies needs to tell the real story of medicine to the 
public—to exposed government abuses such as in the 
Veterans Administration program, to explain the reasons 
for medical costs, to report scientific achievements. 


Unity on the local level, the county medical society, can 
be achieved by respecting majority decisions and by ac- 
cepting positions of responsibility, Dr. Yeager emphasized. 
(Most important is to be of service to humanity.) “The 
unity will create strength. Strength will promote service. 
Service will earn prestige. Purpose and unity together will 
close in on the snipers who have not been telling the 
really true story of the profession.” 


Executive Board Takes 
Action in First Meeting 


Decision to hold the 1962 annual session in Austin, a 
new city on the annual session circuit; reaffirmation of 
the belief in free choice of physician; opposition to treat- 
ment of patients with non-service-connected disabilities in 
Veterans Administration hospitals; opposition to a fixed 
fee and a relative value scale; and recognition of the fact 
that referral of patients to an unsupervised nonmedical 
person for diagnosis or treatment is unethical and illegal 
were among the actions of the Executive Board of the 
Texas Medical Association September 26. 


Meeting for the first time, the Executive Board estab- 
lished under the reorganization plan adopted by the House 
of Delegates in April, transacted its business smoothly and 
effectively, with a high proportion of its members present 
and apparently interested for the entire session. This was 
the consensus of the officers and council chairmen who 
participated in the meeting in Austin. The Executive Board 
agenda included reports from only the councils, acting 
for themselves and on behalf of the committees assigned 
to them, rather than separate reports from councils and 
all committees, as was true under the old Executive Council 
setup. 


Austin Host for 1962 


In 1925 Austin was host to the annual session of the 
then State Medical Association of Texas with 900 members 
in attendance. Since that time Austin has not been the 
site of an annual session, although in the war year of 
1944 scientific section meetings were held there, in San 
Antonio, and in Fort Worth in lieu of a single session. 
Erection of a new Municipal Auditorium and the availabil- 
ity of new bedroom accommodations in hotels and motels 
encouraged an invitation from the Travis County Medical 
Society and acceptance by the Executive Board following 
inspection by a committee and approval by the Council on 
Annual Session and the Board of Trustees. The dates will 
be April 21-24. 

The 1960 session is scheduled for April 9-12 in Fort 
Worth; the 1961 session in Galveston, April 22-25. 


Free Choice, Veterans, and Fees 


Although entering the purview of the Executive Board 
from several separate sources, the matter of free choice of 
physician, limitation of medical care in Veterans Admin- 
istration hospitals, and opposition to fixed fees reached a 
decisive stage through recommendation of the delegates to 
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the American Medical Association, who asked for instruc- 
tions in introducing resolutions before the House of 
Delegates of the AMA when it meets in December in 
Dallas. 

The Executive Board voted to reintroduce a resolution 
similar to one from the Texas delegation last June re- 
affirming the principle of free choice of physician. The 
necessity for such a move arose, it was explained, because 
of a possible misunderstanding of action taken by the 
AMA House relative to the Larson report. 


Efforts of the medical profession of Maryland to limit 
medical care in Veterans Administration hospitals to 
service-connected disabilities were commended by agreement 
that Texas will join in a resolution requesting such limita- 
tion. 

It was agreed that a resolution would be offered in oppo- 


sition to fixed fees and to relative value scales leading to 
fixed fees. 


Referral to Nonmedical Persons 


The Committee on Mental Health, through the Council 
on Scientific Advancement, called attention to the problem 
of physicians referring patients to nonmedical personnel. 
It was pointed out that physicians have the right to employ 
aides in diagnosis and treatment, but that it is unethical 
and illegal to refer patients for diagnosis or treatment to 
unsupervised persons without medical training. 


Reports of Boards and Executive Secretary 


High lights from some of the reports submitted to the 
Executive Board may be summarized as follows: 

Trustees—-The mortgage on the headquarters building 
will be paid in full with the October installment. Com- 
pleted in 1952 at a cost of $735,000, the building now 
is debt free; monies borrowed from other funds of the 
Association as well as from commercial sources have been 
paid in full. Thus, the action anticipated when the House 
of Delegates voted in April to reduce dues beginning with 
1960 has come to pass. Dues will be $45 per year begin- 
ning January 1, instead of the total of $50 which has 
been paid since 1948, when provision was made for a 
special building fund assessment of $15 in addition to $35 
dues. 

Loans of $500 each have been approved for each of the 
six students at the University of Texas Medical Branch in 
Galveston from the Dr. S. E. Thompson Scholarship Fund. 
Additional applications are anticipated to make use of the 
$35,000 which is available yearly from the fund. With the 
approval of Mrs. Thompson, the Trustees of the fund 
expect to extend the provisions of the loan fund to include 
interns and residents as well as undergraduate medical 
students. 

Councilors—Model constitutions and bylaws for county 
medical societies incorporating the changes necessitated by 
revisions in Texas Medical Association Constitution and 
By-Laws have been prepared and will be distributed to the 
county societies so that all county documents can be brought 
up to date. 

Executive Secretary—The Executive Board approved 
recommendations of an inspection committee, the Council 
on Annual Session, and the Board of Trustees submitted 
by the Executive Secretary to hold the 1962 annual session 
in Austin, the dates to be April 21-24, the headquarters 
hotel to be the Driskill. . 

Remodeling of the headquarters building to make more 
effective use of available space has been completed. Re- 
arrangement of several offices, better lighting, and other 
changes costing approximately $16,000 bring the building 
into line with the needs for the immediate future. 
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Use of the Library continues to grow, with requests for 
motion picture films up 27 per cent over last year and 
reference requests up 15 per cent. 

Beginning with January, a news bulletin will be issued 
on a trial basis. Planned as a medium of communication to 
the entire Association membership when a succinct, rapid, 
informational publication is called for—perhaps three or 
four times a year. It is anticipated that such a bulletin will 
replace other multiple communications issued on separate 
subjects. 


Council Reports 


Annual Session—With 24 guest speakers already ob- 
tained for the 1960 annual session, the program is shaping 
up nicely for the meeting in Fort Worth. Out of deference 
to the busy physician who must leave his practice to attend 
the session, emphasis will be on a three day program, with 
Saturday scientific activities not already under way being 
discouraged. A strong scientific exhibit is planned, indi- 
vidual physicians in particular being encouraged to offer 
displays, and Association committees and voluntary health 
agencies in the same field being invited to cooperate with 
each other in the development of exhibits. 

Military and Veterans Affairs—Accepted by the Execu- 
tive Board for information only were recommendations 
from the Committee on Military and Veterans Affairs (re- 
porting directly because its council had not met to receive 
the report) pointing out (1) that the only way to decrease 
appropriations for Veterans Administration medical pro- 
grams is to decrease the inpatient census in VA hospitals, 
(2) that the census can be kept down only by careful 
screening of referrals to limit them to service-connected 
disabilities and truly indigent patients for whom adequate 
care is not available elsewhere, and (3) that consultants 
serving on VA staffs should limit their professional activi- 
ties to patients in the categories just outlined. Efforts of 
the Medical and Chirurgical Faculty of the State of Mary- 
land to limit federal medical care of veterans to service- 
connected disabilities were commended. 

Public Relations and Public Service-—A code of coopera- 
tion designed as a guide to county medical societies in 
establishing better relationships among the medical pro- 
fession, hospitals, and news mediums was referred to the 
Board of Councilors for study and recommendations. 

The Committee on School Health is planning its third 
statewide Conference on Physicians and Schools, to be held 
in Dallas in April. 

Liaison with nursing homes was recommended by the 
Committee on Aging, both on the state level between the 
committee and the Texas Nursing Home Association and on 
the local level through medical advisory committees to 
nursing homes. 

Medical Education and Hospitals—The Committee on 
Patient Care requested permission to review any proposed 
changes in the Nurse Practice Act. It also recommended 
that the policy adopted by the American Medical Associa- 
tion’s Council on Medical Education and Hospitals to re- 
quire 3 years of college education prior to technical train- 
ing for certification of medical technologists be reevaluated 
and thought given to recognizing medical technicians of 
junior college education. 

Collections of the American Medical Education Founda- 
tion are slightly ahead of those for 1958 to date, the Com- 
mittee for AMEF reported. A general drive for funds will 
be made in November. 

Willingness of the Committee to Encourage and Assist 
Hospitals in Securing Accreditation to aid hospitals in 
preparing for a visit of accreditation inspectors was empha- 
sized. 

The accomplishments and objectives of the Medical Re- 
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search Foundation of Texas were commended, and the 
Council on Medical Education and Hospitals will consider 
the foundation further at a later meeting. 

Recruitment of high school and college students for 
training in medicine was considered by the council. Effec- 
tive use of the motion picture, “I Am a Doctor,” will be 
studied. The attraction of other professions, economic and 
marriage factors, and a negative recruitment within the 
medical profession contribute to the lessening of interest 
in medicine as a career, the council report commented. 

A proposed basic program for a 2 year training period 
for family physicians was presented to the council by Dr. 
Charles T. Stone of Galveston on behalf of the AMA 
Council on Medical Education and Hospitals. The program 
would emphasize medicine and pediatrics, obstetrics, and 
emergency surgery and has been adopted by the House of 
Delegates of the AMA. 

Scientific Advancement.—Approval was given to the 6 
year study of representative families being conducted by 
the American Cancer Society in efforts to find common 
epidemiological factors in cancer. 

A request from the Committee on Maternal Mortality to 
increase its membership limit to 15 was received. 

At the request of the Committee on Mental Health, the 
Executive Board took cognizance of the fact that certain 
paramedical personnel are making intensive efforts to ob- 
tain licensure and the implied privilege of independent 
diagnosis and treatment of patients. Physicians were warned 
that referral of patients to nonsupervised, nonmedically 
trained personnel is hazardous, unethical, and _ illegal, 
although physicians may employ aides in diagnosis and 
treatment. 

The Committee on Nuclear Medicine is planning a sym- 
posium on fallout and its biologic effects on man and on 
medical aspects of radioactive waste disposal in the Gulf 
of Mexico, the symposium to be presented April 9, 1960, 
in conjunction with the annual session in Fort Worth. A 
directory of nuclear consultants is being compiled. 


A disease index file for tabulating data received from 
the study questionnaires of the Committee on Maternal 
Mortality is being set up and should be ready by January 
for any authorized person to obtain organized data for 
study. The committee has reviewed 106 questionnaires on 
maternal deaths which have occurred in Texas from Janu- 
ary, 1958 to June, 1959. 

Medical Service and Insurance—The Texas medical 
profession was invited to expedite the Blue Cross-Blue 


a. Smith Pettigrew, Dallas (right), explains workmen’s 
compensation laws to Dr. G. W. Slagle, Orange, who 
attended the Orientation Program. 

b. Dr. J. M. Coleman, Austin, and Mrs. S. E. Thomp- 
son, Kerrville, are pictured in front of the Texas Med- 
ical Association’s Memorial Library endowment plaque. 
The plaque bears the names of those who have endowed 
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Shield special offering to the aged during the month of 
October. 


A meeting among the Council on Medical Jurisprudence, 
the general counsel of the Texas Medical Association, and 
the Commissioner of Public Welfare (John H. Winters of 
Austin) relative to legislation to implement the vendor 
medical care payment plan was recommended. The idea 
would be to cover office or home care as well as care in 
the hospital for persons qualifying for assistance under the 
plan authorized in a general election last November. 

The chairman of the Council on Medical Service and 
Insurance pointed out that the American Medical Associa- 


tion has suggested that each state look into a relative value 
fee schedule. No action was taken. 


AMA Delegates 


Announcing the plans for an exceptionally fine clinical 
session of the American Medical Association to be held 
in Dallas December 1-4, the outgoing chairman of the 
Texas delegation, Dr. Milford O. Rouse of Dallas, recently 
elected Vice-Speaker of the AMA House of Delegates, in- 
troduced Dr. Joseph B. Copeland of San Antonio as new 
chairman of the delegation. Resolutions suggested for 
introduction into the House of Delegates at the December 
meeting were approved as follows: (1) Reaffirmation of 
the principle of free choice of physician. (2) Opposition 
to §.J.R. 41, which would provide federal funds for inter- 
national medical research. (3) Opposition to a fixed fee 
and the relative value scale. (4) Approval of the resolu- 
tion to be introduced by Maryland recommending limita- 
tion of federal medical care of veterans to patients with 
service-connected disabilities. (5) Approval of H.J.R. 23, 
which proposes an amendment to the United States Consti- 
tution relative to abolishing personal income, estate, and 
gift taxes and prohibiting the government from engaging 
in business in competition with its citizens. 


Resolutions 


The Executive. Board adopted two resolutions. One com- 
mended C. Lincoln Williston, Executive Secretary, for the 
excellence of his work and wishing for him a speedy re- 
covery from the illness which prevented his being present 
at the Executive Board meeting. The other offered sympathy 
to Dr. Mal Rumph of Fort Worth in the loss within the 
week of two brothers. 


$1,000 or over to the Library; the names of Dr. and 
Mrs. Coleman and Mrs. Thompson and the late Dr. 
Thompson appear on the plaque. 

ce. Dr. Carlos E. Fuste, Jr., Alvin, presents Dr. Joseph 
V. Hopkins, Victoria, with the Texas General Practitioner 
of the Year award. In the background is Mrs. Hopkins. 
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a. Mrs. Haskell D. Hatfield of El Paso, President, 
has just handed Mrs. John D. Gleckler of Denison, 
immediate past president, the American Medical Educa- 
tion Foundation award won for 1958-1959 by the 
Woman’s Auxiliary to the Texas Medical Association. 

b. Mrs. Allan C. Shields of Victoria and Mrs. Ben- 
jamin Simms of Austin, co-chairmen of the Auxiliary’s 
School of Instruction, stop in front of one of the displays 
on view during the school. 

ce. Mrs. P. C. Caldwell of Beaumont, Auxiliary civil 
defense chairman; Miss Margaret Scholl of Austin, 
chairman of the State Women’s Advisory Council for 
Civil Defense; and (far right) Dr. Joe R. Humphrey of 
Austin, administrator in the Office of State Defense 
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and Disaster Relief, watch Lt. Col. Converse R. Lewis, 
Jr. of Fort Sam Houston (one of the day’s speakers) 
explain some civil defense equipment. 

d. Mrs. Frank N. Haggard of San Antonio, former 
president of the Woman’s Auxiliary to the American 
Medical Association, welcomes Mrs. Frank Gastineau of 
Indianapolis, current President. 

e. Mrs. Emmett Essin of Sherman, safety chairman 
of the Auxiliary, emphasizes that accidents can happen 
to the unwary. 

f. Dr. R. L. Deter of El Paso and Mrs. William D. 
Nicholson of Freeport, voluntary health insurance chair- 
men of the Texas Medical Association and Auxiliary 
respectively, discuss a joint educational campaign. 
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Auxiliary Also Holds Session 


The Executive Board of the Woman’s Auxiliary to the 
Texas Medical Association met September 24 in Austin, 
and a School of Instruction for county auxiliary officers 
was held the next day. A report on these events will be 
published in a subsequent Journal. Some participants in 
Auxiliary events are pictured on the opposite page. 






Dr. Hopkins Receives 
General Practitioner Plaque 


The General Practitioner of the Year as chosen by the 
House of Delegates of the Texas Medical Association last 
April, Dr. Joseph Vincent Hopkins of Victoria, was pre- 
sented a plaque Saturday afternoon, September 26, by Dr. 
Carlos E. Fuste of Alvin. The presentation was followed 
by a standing ovation of those in Austin for the Public 
Relations Conference and Orientation Program. 

A native Victorian, Dr. Hopkins is the son of Dr. R. R. 
and Blanche (Moody) Hopkins from Victoria. He received 
his preliminary education in public schools in Austin and 
his medical degree from the University of Louisville Med- 
ical School in Kentucky. He interned at St. Mary’s and 
Elizabeth’s Hospital in Louisville. Dr. Hopkins married 
Miss Irene Curran of Louisville on February 14, 1912; 
they have 4 children and 10 grandchildren. 

Dr. Hopkins not only taught himself how to talk after 
his vocal cords were removed because of cancer in 1929, 
but has taught at least 50 other people to talk. After his 
laryngectomy, one of his doctor friends told him of an 
old bayou doctor upon whom he had operated and who 
taught himself to talk. This was an inspiration to Dr. 
Hopkins. 

Dr. Hopkins first tried making sounds but it was im- 
possible. He thought of giving up his practice, but his 
brother urged him to write notes to his patients. It was a 
long hard task for Dr. Hopkins, but determination and 
perseverance won out. Letter by letter, syllable by syllable, 
word by word, and pretty soon Dr. Hopkins was talking. 
Throughout the years people from all over the nation have 
come to Dr. Hopkins seeking help in learning to talk and 
have gone away to lead better and more useful lives, his 
friends say. 

Dr. Hopkins has had a long and full career. He served 
as first lieutenant in the Army Medical Corps in World 
War I. He has been active in the American Legion and has 
served as commander, service officer, and district commit- 
teeman. During World War II, Dr. Hopkins was draft 
board examining doctor. He has been the Victoria city 
health officer since January, 1912. It was largely through 
his efforts that the Victoria City-County Health Department 
was established. 

In 1952, Dr. Hopkins was chosen by the Victoria Ad- 
vocate as the “Favorite Good Neighbor’ of the Victoria 
area by a letter written by Charles S. Hanley. When asked 
why he chose Dr. Hopkins as his good neighbor, Hanley 
said: “The reason is obvious—no other Victorian has done 
so much for his fellow man. His life is the essence of good 
neighborliness—and more. When we write of Joe Hopkins 
words are utterly inadequate in expressing the fineness of 
the man.” 

The Victoria Independent School District also honored 
Dr. Hopkins in 1952 when the Hopkins Elementary School 
was named for him. He received the Papal Cross Pro 
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Ecclesia et Pontifice in 1952 for his services to the Catholic 
Church. He was singled out for his charity to the poor. 

Mrs. Hopkins was on hand to see the General Practi- 
tioner plaque awarded to her husband. 


Physician Number 8,000 


The Texas Medical Association’s eight thousandth mem- 
ber processed in September is Houston neurosurgeon, Dr. 
Alexander Gol. A native of Kosice, Czechoslovakia, the 
37 year old physician received his preliminary education 
at Prague, following which he went to England, where he 
obtained his academic training at London and Cambridge 
Universities. He was graduated in 1949 from Guy's Hos- 
pital Medical School, also in London, and served intern- 
ships in the Royal Victoria Hospital in Bournemouth and 
at St. John’s Hospital in Chelmsford. 

Dr. Gol spent 7 years in England as a practicing physi- 
cian. During this time he was house surgeon for the 
Walton Hospital in Liverpool and the Royal South Hants 
Hospital in Southhampton. He also was surgical registrar 
in general, orthopedic, and plastic surgery for the Wharn- 
cliffe Hospital at Sheffield, and orthopedic registrar for 
St. Giles’ Hospital, neurosurgery registrar for the National 
Hospital for Nervous Diseases, neurosurgery registrar for 
the Whittington Hospital, and neurosurgery registrar for 
the Atkinson Morley’s Branch of St. George’s Hospital, all 
four in London. For 2 years he was a captain in the 
Royal Army Medical Corps and saw service in England, 
Malaya, and Cyprus. 

While in England, Dr. Gol married the former Miss 
Joan Dear of Bournemouth. The Gols now have two 
children, Jonathan and Joanna, both born in England. 

Dr. Gol’s initial contact with the United States came via 
Chicago in October, 1957. During his brief period there, 
he served as a fellow in neurosurgery for the Children’s 
Memorial Hospital and as a part time research associate 
for the Department of Neurophysiology of Northwestern 
University Medical School. Now Dr. Gol is research as- 
sociate for the Department of Physiology at Baylor Uni- 
versity College of Medicine and neurology and neurosurgery 





Dr. Alexander Gol 











associate for the Blue Bird Clinic and 
Hospital. 

When taking time off from medicine, Dr. Gol is a 
sports enthusiast. He is the author of two scientific articles, 


one on cerebellar astrocytomas and another on subdural 
hematomas. 


the Methodist 
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County Society Briefs 


A symposium on “Retarding and Deforming Problem in 
Infants and Early Childhood” was presented October 6 
before the Lubbock-Crosby Counties Society in Lubbock. 
Dr. Jack Dunn, Jr. of Lubbock served as chairman of the 
symposium. 

The Dallas County Society met jointly with the St. Paul 
Hospital Medical Staff October 13 in Dallas to hear Dr. 
Lynn C. Christianson of Dallas speak on “Tuberculosis— 
New Problems and Diagnosis.” 

Dr. H. A. Brien of Dallas spoke before the Hunt-Rock- 
wall-Rains Counties Society, October 13 at the Sand Oaks 
Country Club in Greenville. 

The Tom Green-Coke-Crockett-Concho-Irion-Sterling-Sut- 
ton-Schleicher Counties Society was guest of the Baptist 
Memorial Geriatric Hospital and its staff, September 7, in 
San Angelo. The society recommended that its Constitution 
and By-Laws be revised. The change will go before the 
Board of Councilors of the Texas Medical Association to 
be officially approved. The scientific program consisted of 
an address by Dr. William Shore of Dallas. It concerned 
geriatric problems and trends. 

The Dallas and Tarrant Counties Societies met September 
1 at Austin Patio Ranch to hear Frank Wardlaw, director 
of the University of Texas Press, Austin, speak on “Books 
and Texas.” Members and guests present totaled 158. 

Admiral Ross McIntire, who has been the personal physi- 
cian to five presidents of the United States, was the speaker 
for the joint meeting of the Bexar County Society and the 
San Antonio Bar Association, October 13. The doctors and 


lawyers and their wives also attended dinner before the 
meeting. 





El Paso Discusses Athletic Injuries 


The El Paso County Medical Society reported its pleas- 
ure with the outcome of the second annual El Paso Con- 
ference on Prevention and Management of Athletic Injuries, 
held in El Paso August 21-22. 

The conference, which provides a course for coaches, 
trainers, and team physicians, is sponsored jointly by the 
El Paso County Medical Society and the El Paso Public 
Schools. All meals and refreshments were furnished by the 
El Paso hosts; the Sporting Goods Company gave a bar- 
becue during the session. 

El Paso physicians on the program included Dr. Branch 
Craige, Dr. Hunter W. Vaughan, Dr. A. E. Luckett, Dr. 
Zigmund W. Kosicki, Dr. Mario Palafox, Dr. J. B. Rob- 
bins, Dr. Ralph Homan, and Dr. Russell L. Deter. Others 
participating included trainers, team coaches, and athletic 
directors. 

The response to invitations throughout District 1 and 
southern New Mexico, including military installations, was 
so good that sessions were held in the air conditioned high 
school. The cafeteria staff served the meals and refresh- 
ments, freeing for other activities the members of the 
Woman’s Auxiliary who had volunteered for these duties. 
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Potter-Randall’s Secretary 


Mrs. Mary Tom Rasco, Amarillo newspaper woman, has 
accepted the position as executive secretary of the Potter- 
Randall Counties Society and Panhandle District Medical 
Society and managing editor of the society's Bulletin. She 
replaces Mrs. Cassie Atherton, who will continue as man- 
aging editor of the Private Clinics and Hospitals Association 
publication. 


¥e Woman’s Auxiliary 


Auxiliary President Attends 
AMA’‘s Women’s Workshop 


Mrs. Haskell D. Hatfield, El Paso, President of the 
Woman’s Auxiliary to the Texas Medical Association, was 
the official Texas delegate to the sixteenth annual Work- 
shop Conference of the Woman’s Auxiliary to the American 
Medical Association, October 5-7, in Chicago. 

Approximately 250 women from 51 state and territorial 
auxiliaries attended the meeting. Programs for 1959-1960 
were developed during the conference, which had “Oppor- 
tunities for Service to the Community” as its theme. 

Conference highlights included a discussion of the AMA's 
program for the aging; a discussion of safety hazards in 
the home; and a review of the national civil defense home 
preparedness award program. The financial needs of the 
nation’s medical schools were discussed. 






DR. HAROLD J. MIXSON 





Dr. Harold Joyce Mixson, Beaumont, died August 29, 
1959, of adenocarcinoma involving the left lung. 

A native of Williston, Fla., Dr. Mixson was born Febru- 
ary 28, 1895. His parents were A. J. Mixson, Sr., and 
Mattie Ella Mims. Dr. Mixson attended the University of 
Florida at Gainesville for 2 years prior to attending Tulane 
University School of Medicine at New Orleans. He received 
his doctor of medicine degree from Tulane in 1921. He 
served externships at Charity Hospital and Touro Infirmary, 
both at New Orleans, an internship at the United States 
Marine Hospital, also at New Orleans, and residencies in 
the United States Naval Hospital at Algiers, La., and the 
South Mississippi Charity Hospital at Laurel. He opened 
his practice in Beaumont in 1928, continuing it until his 
death. His specialty was surgery. Dr. Mixson was a veteran 
of World War I. He had done some research on Enta- 
moeba histolytica and had published several manuscripts on 
the subject. He was a member of the staffs of all the 
Beaumont and Jefferson County hospitals. 

Memberships in medical organizations included the Jef- 
ferson County Medical Society, the Texas Medical Associa- 
tion, and the American Medical Association. He was a 
founder member of the American Board of Abdominal 
Surgery and a member of the New York Academy of 
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Sciences. He also belonged to the Beaumont Club and 
during off hours enjoyed gardening, reading, and traveling. 

Dr. Mixson’s second wife, the former Mrs. Helen Anne 
Perkins, whom he married in March, 1959, survives. Also 
surviving are a daughter, Mrs. William J. Ryan of Miami; 
a stepdaughter, Mrs. Joe E. Polk of Beaumont; three 
brothers, Goodwin Mixson of St. Petersburg, Fla.; A. J. 
Mixson of Tampa, Fla.; and Col. J. A. Mixson of Williston; 
two sisters, Col. Elizabeth Mixson and Miss Marie Mixson, 


both of Clearwater, Fla.; four grandchildren; and five step- 
grandchildren. 


DR. C. E. CARTER 


Dr. Carl Estes Carter, Austin, died July 21, 1959, as a 
result of a coronary occlusion. 


The son of James Henry and Mary Rebecca Carter, Dr. 
Carter was born March 25, 1886, at Gallatin, Mo. As a 
boy he came with his parents to Archer County, Texas, 
where he received part of his early education. He also had 
attended schools in Davis County in Missouri and later 
was a student at the University of Texas in Austin. Before 
going to medical school, he was a teacher for several 
years. He attended the University of Texas Medical Branch 
at Galveston, but later transferred and was graduated in 
1924 from the Baylor University College of Medicine at 
Dallas. He served a general internship at the Baylor Hos- 
pital in Dallas and a pediatric internship at the Milwaukee 
Children’s Hospital at Milwaukee. He also did postgraduate 
work in Washington University School of Medicine at St. 
Louis. In 1926 he moved to Austin, where he stayed until 
his death. 

A member of the Texas Medical Association since 1927, 
Dr. Carter also belonged to the Travis County Medical 
Society, the American Medical Association, and the Amer- 
ican Academy of General Practice. Dr. Carter belonged 
to the First Methodist Church, being a member of the 
Men’s Bible Class and for 27 years of the board of stewards. 
He was a member of the Austin Lions Club and the 
Masonic order, belonging to the Archer City Lodge, the 
Austin Consistory of Scottish Rite Masons, and the Ben 
Hur Shrine. Dr. Carter was a veteran of World War I, 
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a member of the American Legion, and a director of the 
Texas State Bank since its organization. 

Members of the family who survive include his wife, the 
former Miss Vida Baker, whom he married in Austin in 
1915; one son, Wendell C. Carter of Manor; a daughter, 
Mrs. Doug Arnold of Crockett; a brother, W. O. Carter 
of Fort Worth; and four granddaughters. 


DR. CLAUDE H. MIEARS 


Dr. Claude H. Miears, Austin eye, ear, nose, and throat 
specialist, died August 5, 1959, following a heart attack. 

The 64 year old physician (he was born October 29, 
1895, in Caldwell County) was the son of H. T. and 
Margaret (Lovelady) Miears. He attended the University 
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of Texas, later attending the University of Oklahoma. He 
was graduated from Oklahoma’s Medical School in 1925. 
Dr. Miears interned at Baptist Memorial Hospital in Hous- 
ton and later did a residency at the Eye, Ear, Nose, and 
Throat Hospital in New Orleans. Dr. Miears did post- 
graduate work at the University of Illinois in Chicago and 
at the New England Study Club. He began his practice in 
Austin in 1930, continuing it until his death. Prior to that 
he had practiced in Corsicana. Dr. Miears belonged to the 
staffs of the Austin hospitals and gave much of his time to 
the charity eye clinic and ear, nose, and throat clinics at 
Brackenridge Hospital. 


A member of the Travis County Medical Society through 
the years since 1929, Dr. Miears also belonged to the Texas 
Medical Association, the American Medical Association, the 
Texas Society of Ophthalmology and Otolaryngology, and 
the American Academy of Ophthalmology and Otolaryngol- 
ogy. He was also a member of the American Legion. 

Members of the family who survive include his widow, 
the former Miss Edith Rogers whom he married February 
5, 1930; two sons, William R. and Robert T.; and two 
grandsons, all of Austin. 


DR. DENZIL D. CROSS 


Dr. Denzil D. Cross, a past president of the Third Dis- 
trict Medical Society, died at his home in Lubbock June 
30, 1959, as a result of a coronary occlusion. 

The physician was born in Whitney August 10, 1891, 
the son of W. S. and Minnie (De Lamar) Cross. He at- 
tended schools in Hollis, Okla., later receiving a bachelor 
of arts degree from Baylor University in Waco. He was 
gtaduated from the Northwestern University Medical School 
in Chicago in 1919 and served an internship at City Hos- 
pital in St. Louis and a residency at the Chicago Lying In 
Hospital. Dr. Cross began his practice of medicine in 
Wellington in 1920, continuing it until 1926 when he 
moved to Lubbock, where he practiced until his retirement 
in 1957. During World War I he served with the United 
States Army. 

Dr. Cross’ memberships in medical organizations includ- 
ed the American Medical Association and Alpha Omega 
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Alpha honorary medical and Phi Beta Pi medical fraterni- 
ties. He was elected to inactive membership in the Texas 
Medical Association in 1958. Dr. Cross was a past vice- 
president of the Lubbock-Crosby Counties Medical Society, 
a fellow of the American College of Surgeons, and a past 
president of District 3 Medical Society. Duirng his stay 
in Wellington, he belonged to the Childress-Collingsworth- 
Donley-Hall Counties Society, serving as secretary-treasurer 
for that organization in 1921. He also belonged to the 
Kiwanis Club and was a past member of the Wellington 
Masonic Lodge. 

In 1920, he and Miss Elizabeth Galbreath were married 
at Brampton, N. D. She survives as do a daughter, Mrs. 
J. G. Morris’ of Lubbock; three grandchildren, Jimmy, 
Craig, and Anne Morris, also of Lubbock; his mother, Mrs. 
W. S. Cross of Lubbock, and a sister, Mrs. A. H. Prater 
of Hinsdale, Ill. 


DR. L. W. KIRKLAND 


Dr. Luman Wilbur Kirkland, Bee County health physi- 
cian for more than 20 years, died unexpectedly August 20, 
1959, while on a professional call. His death was caused 
by a heart attack. 

Dr. Kirkland, the son of George W. and Janet (Partin) 
Kirkland, was born September 23, 1881, in Brewton, Ala. 
He was graduated from the Medical College of Alabama at 
Mobile, later doing postgraduate work at Tulane University 
Medical School at New Orleans and at the New York Post- 
Graduate School of Medicine. Dr. Kirkland began prac- 
ticing medicine at Castleberry, Ala., in 1904, and the same 
year he married the former Miss Julia Ellis. He continued 
his practice at Castleberry until 1916, when he moved to 
Goliad. In 1931 he moved to Beeville, where he practiced 
until his death. His specialty was obstetrics. 

The physician was a member of the Texas Medical As- 
sociation, the American Medical Association, and the Amer- 
ican Trudeau Society. He was a past president of the Bee- 
Live Oak-McMullen Counties Medical Society and the Bee 
County Tuberculosis Association. He was a member of the 
board of directors of the Texas Tuberculosis Association. 
Dr. Kirkland was a senior deacon in the First Baptist 
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Church and a member of the Beeville Masonic Lodge, the 
Knights Templar of Corpus Christi, and the Scottish Rite 
bodies and Alzafar Shrine of San Antonio. He had been 
affiliated with the Beeville Rotary Club since 1932. 

On January 9, 1953, Dr. Kirkland was married to Mrs. 
Buena Conrad, who survives him. Other survivors include 
two daughters, Mrs. Robert Morse and Mrs. Charles Gallo- 
way, both of Beeville; two sons, L. W. Kirkland, Jr. of 
Fort Worth and George Kirkland of San Antonio; one 
brother, G. C. Kirkland of Houston; his stepmother, Mrs. 
G. W. Kirkland of Brewton, Ala.; two halfbrothers, E. B. 
Kirkland and Reo Kirkland, also of Brewton; a half sister, 
Mrs. Ralph Neal of Grove Hill, Ala.; one stepson, Edward 
Conrad, who ‘is with the Air Force in Florida; a step 


daughter, Mrs. Morris Keng of Sinton; and eight grand- 
children. 


DR. HARRY D. NIFONG 


Dr. Harry Davis Nifong, Mansfield, died August 3, 
1959, of hypertension and arteriosclerosis. 

A native of St. Louis, Dr. Nifong was born August 6, 
1882, the son of F. C. and Lina Nifong. He was graduated 
from Fort Worth University Medical Department and in- 
terned at St. Joseph’s Hospital in Fort Worth and at the 
Houston. Infirmary in Houston. Before beginning his prac- 
tice in Mansfield in 1918, he practiced at Britton for a 
number of years. Dr. Nifong was a veteran of World War 
I, holding the rank of major during his period of service. 


DR. HARRY D. NIFONG 


A member of the Texas Medical Association since 1906, 
Dr. Nifong was elected to inactive membership in this 
organization in 1955. He also belonged to the Tarrant 
County Medical Society and the American Medical As- 
sociation. While in Britton, Dr. Nifong belonged to the 
Ellis County Medical Society. The general practitioner be- 
longed to the Masons and the Methodist Church. 

Dr. Nifong and the former Miss Clara Edna Ramsey of 
Mansfield were married in 1905. She died in 1953. Sur- 
viving are a daughter, Mrs. Hamlin Y. Overstreet of Far- 
well; a son, Harry D. Nifong, Jr., of Oklahoma City; and 
a brother, C. C. Nifong of New Orleans. 
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Dr. Robert Ely Bowen, Sr., San Antonio, died August 
13, 1959, at the Homes Hospital in Gonzales. His death 
was due to cerebral thrombosis. 


The son of William Pafrick and Sarah Ann (Weeks) 
Bowen, Dr. Bowen was born in Corsicana on June 13, 
1879. He attended the University of Texas at Austin and 
received his medical education at the University’s Medical 
Branch at Galveston. Practicing at Liberty for 10 years, 
Dr. Bowen went to San Antonio in 1914. He retired from 
medical practice in 1954. While in Liberty he served as 
county health officer for 6 years. Dr. Bowen was division 
surgeon for Southern Pacific Lines, a position he held for 
40 years. He was one of the founders of the Medical and 
Surgical Hospital of San Antonio. 


DR. ROBERT E. BOWEN, SR. 


Dr. Bowen first joined the Texas Medical Association 
in 1908 through the Bexar County Medical Society; he 
was elected to inactive membership in this organization in 
1954. Other medical organizations to which he belonged 
included the American Medical Association and the old 
Texas Railway and Traumatic Surgical Society. Hé also was 
a member of the Texas Pioneer Association and the Wood- 
lawn Christian Church. The former Miss Olga Vogt and 
Dr. Bowen were married October, 1934, in San Antonio. 
Mrs. Bowen; two daughters, Mrs. Irene B. Moore of Den- 
ton and Mrs. Marjorie Nunnallee of Fort Worth; one son, 
Dr. Robert E. Bowen, Jr., San Antonio physician; and one 
sister, Mrs. Rose Johnson of Dallas survive. 


DR. NORMAN F. HOLCOMB 


Dr. Norman Franklin Holcomb, Marshall, surgeon and 
orthopedist, died August 26, 1959, of a coronary attack. 

He was born in Vernon, April 6, 1911, and was the son 
of Benjamin Franklin and Leona Belle (Hogue) Holcomb. 
Dr. Holcomb’s wife is the former Miss Doris Holcombe of 
Marshall. They were married in March, 1943. 

Dr. Holcomb was a graduate of Rice Institute, Houston, 
and received his medical training at Tulane University 
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School of Medicine, New Orleans. He interned at Southern 
Baptist Hospital in New Orleans and did postgraduate work 
at the Gamble Brothers and Archer Clinic in Greenville, 
Miss. 

The physician moved in 1941 to Marshall, where he was 
house surgeon at the Texas and Pacific Hospital for 4 years. 
He entered private general practice in 1945, and later lim- 
ited his practice to general and orthopedic surgery. 

A member of the Texas Medical Association through the 
Harrison County Medical Society, Dr. Holcomb also held 
memberships in the American Medical Association, Masonic 
Lodge No. 22, and First Methodist Church. 

Members of the family who survive include his wife; 
three children, Anabelle, Norman F., Jr., and Henry H., 
all of Marshall; six sisters, Mrs. B. M. Dinsmore of Wichita 
Falls; Mrs. M. V. McDougal of Pecos; Mrs. John Rankin 
of Amherst; Mrs. R. N. Winship of Houston; Mrs. Vera 
Jackson of Sacramento, Calif.; and Mrs. Lois Byrd of 


Petaluma, Calif.; and one brother, Emerson Holcomb of 
Lahore, Pakistan. 


DR. M. F. RAINE 


Dr. Maxwell Francis Raine, Crane general practitioner, 
died September 11, 1959, of acute coronary occlusion. 

Dr. Raine was born at Empire, Pa., July 24, 1904, the 
son of Mr. and Mrs. John Raine. His father was the 
founder of Rainelle, W. Va., for whom the town was 
named. Dr. Raine’s preliminary education was received at 
Rainelle and at Greenbriar Military School at Lewisburg, 
W. Va. A graduate of Ohio State University and the Ohio 
State University Medical School, Dr. Raine interned at the 
University Hospital, Columbus, Ohio, and the Christ Hos- 
pital, Jersey City, N. J., and did a short term residency 
in obstetrics at the Margaret Hague Memorial Hospital in 
Jersey City. He was an instructor in obstetrics, physiology, 
and anatomy at the Kanawha Valley Hospital, the Charles- 
ton General Hospital, and the McMillan Hospital, all at 
Charleston, W. Va. From 1941 until 1943, Dr. Raine was 
at Houston as medical director of the Southwestern Division 
of the Texas Company. This was followed by a brief 
period as medical director of the Neches Butane Products 
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Co. at Port Arthur, during which time he also served as 
a member of the active staff of St. Mary’s Hospital. He 
served as chief medical officer for the Veterans Admin- 
istration in Beaumont, and after that practiced at Amarillo, 
where he was medical director of the Pantex Ordnance 
Plant, Marfa, and Stanton before going to Crane. 

Dr. Raine was a member of the Texas Medical Associa- 
tion through the Crane-Upton-Reagan Counties Medical 
Society. He also belonged to the American Medical Associa- 
tion, the Southern Medical Association, Alpha Kappa Kappa 
and Delta Tau Delta fraternities, and the Methodist Church. 

He is survived by his wife, the former Miss Helen 
Bennett, whom he married in 1927; two sons, Dr. David 
B. Raine of Midland and Dr. Michael B. Raine of Galves- 
ton; three brothers, R. O.- Raine of Lewisburg, W. Va.; 
B. D. Raine of Huntington, W. Va; and E. H. Raine of 
Jenkintown, Pa.; one sister, Mrs. Karl S. Day of Long 
Island, N.Y.; and two granddaughters. 


DR. OLIVER T. MITCHELL 


Dr. Oliver Tate Mitchell, Plano physician, died June 8, 
1959, at Dallas. His death was the result of a stroke. 

A native of Corsicana, Dr. Mitchell was born December 
25, 1880. After attending Trinity University, then at Waxa- 
hachie, he was graduated from the National University of 
Arts and Sciences Medical Department at St. Louis. Later, 
he did postgraduate work at the Washington University 
School of Medicine, also at St. Louis, and at the New York 
Postgraduate School of Medicine. Prior to establishing his 
practice at Plano, Dr. Mitchell had practiced at Renner for 
31 years. He practiced at Plano a total of 23 years. 


Dr. Mitchell was a member of the Texas Medical 
Association through the Collin County Medical Society. 
He also belonged to the Plano Chamber of Commerce, the 
Rotary Club, and Woodmen of the World. In recognition 
of his service to his community, Dr. Mitchell was awarded 
a plaque by the city officials of Plano. 

In 1907 Dr. Mitchell and the former Miss Annie Talbot 
Jackson were married. Mrs. Mitchell; a sister, Mrs. Graham 
Mantely of Sherman; and two brothers, John Mitchell and 
Hubert Mitchell, both of Corsicana, survive. 
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